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■HB«3U  KNOW  IT’S  REAUY 

XIETY  SYMPTOMS 

lÉJíresenting  symptoms;  palpitations,  chest  pain, 

irortic  exhaustion  and  occasional  difficulties  in  breathing. 

reason  for  concern.  A complete  workup  uncovers  no 
MjfgUlBglUJMJMIIU  Jprganic  dysfunction,  but  it  does  reveal  excessively  high 

anxiety  and  apprehension. 

^BñBSBripIn  Fbr  rapid  relief  you  prescribe 
«■■■■HPOG  Vallum  (diazepam/Roche) 

At  times  like  this.  Valium  (diazepam/Roche)  can  be  a 
;flB^  potent  therapeutic  ally.  It  works  promptly.  Within  just  a few 
<— — — > hours,  the  patient  begins  to  feel  calmer.  And  in  a few ‘days, 

j;,  anxiety  relief  not  wly  becomes  more  pronounced  but  a 
''  noticeable  reductic^i  in  anxiety-generated  somatic  symp- 

t toms  also  occurSi 

y Equally  impoflfaflt  Vallum  is  generally  well  tolerated. 

Side  reactions  more  '^ous  than  drowsiness,  ataxia  and 
^ ; fatigue  are  rare.  should,  of  course,  be  cautioned 

" against  driving  or  tífií^mg  alcohol  while  on  Valium  therapy. 
* Periodic  reassesalteHf^  the  need  for  antianxiety  medica- 

m ^ tion  should  also  b^p^formed. 


\Auum« 

azeporr/Rxihe 


2-nng,  5-mg,  10-mg  scored  tablets 

BECAUSE  YOU'RE  CONVINCED 
THE  PATIENT  NEEDS  IT 


information  on  the  following  page. 


VAUUM®(diazepaTn/Roche) 

Before  prescribing,  piease  consult  compiete  product 
information,  a summary  of  which  foliows: 

Indications:  Management  of  anxiety  disorders,  or  short- 
term relief  of  symptoms  of  anxiety.  Anxiety  or  tension 
associated  with  the  stress  of  everyday  life  usually  does 
not  require  treatment  with  an  anxiolytic.  Symptomatic 
relief  of  acute  agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  withdrawal;  ad- 
junclively  in  skeletal  muscle  spasm  due  to  reflex  spasm 
to  local  pathology;  spasticity  caused  by  upper  motor 
neuron  disorders,  athetosis,  stiff-man  syndrome;  con- 
vulsive disorders  (not  for  sole  therapy). 

The  effectiveness  of  Valium  (diazepam/Roche)  in  long- 
term use,  that  is,  more  than  4 months,  has  not  been 
assessed  by  systematic  clinical  studies  The  physician 
should  periodically  reassess  the  usefulness  of  the  drug 
for  the  individual  patient. 

Contraindicated:  Known  hypersensitivity  to  the  drug. 
Children  under  6 months  of  age  Acute  narrow  angle 
glaucoma,  may  be  used  in  patients  with  open  angle 
glaucoma  who  are  receiving  appropriate  therapy 
Warnings:  Not  of  value  in  psychotic  patients.  Caution 
against  hazardous  occupations  requiring  complete 
mental  alertness  When  used  ad|unctively  in  convulsive 
disorders,  possibility  of  increase  in  frequency  and/or 
severity  of  grand  mal  seizures  may  require  increased 
dosage  of  standard  anticonvulsant  medication,  abrupt 
withdrawal  may  be  associated  with  temporary  increase 
in  frequency  and/or  severity  of  seizures  Advise  against 
simultaneous  ingestion  of  alcohol  and  other  CNS  de- 
pressants. Withdrawal  symptoms  similar  to  those  with 
barbiturates  and  alcohol  have  been  observed  with 
abrupt  discontinuation,  usually  limited  to  extended  use 
and  excessiv4  doses.  Infrequently,  milder  withdrawal 
symptoms  have  been  reported  following  abrupf  dis- 
continuation of  benzodiazepines  after  continuous 
use  generally  at  higher  therapeutic  levels,  for  at  least 
several  months  After  extended  therapy,  gradually  taper 
dosage.  Keep  addiction-prone  individuals  under  careful 
surveillance  because  of  their  predisposition  to  habitua- 
tion and  dependence. 

Usage  in  Pregnancy:  Use  ot  minor  tran- 
quilizers during  first  trimester  should  almost 
always  be  avoided  because  of  increased  risk 
of  congenital  malformations  as  suggested  in 
several  studies.  Consider  possibility  of  preg- 
nancy when  instituting  therapy;  advise 
patients  to  discuss  therapy  if  they  intend  to 
or  do  become  pregnant. 

Precautions:  If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of 
agents  employed,  drugs  such  as  phenothiazines.  nar- 
cotics, barbiturates.  MAO  inhibitors  and  other  antide- 
pressants may  potentiate  its  action  Usual  precautions 
indicated  in  patients  severely  depressed,  or  with  latent 
depression,  or  with  suicidal  tendencies  Observe 
usual  precautions  in  impaired  renal  or  hepatic  function. 
Limit  dosage  to  smallest  effective  amount  in  elderly 
and  debilitated  to  preclude  ataxia  or  oversedation. 

The  clearance  of  Valium  and  certain  other  benzodiaz- 
epines can  be  delayed  in  association  with  Tagamet 
(cimetidine)  administration.  The  clinical  significance 
of  this  IS  unclear. 

Side  Effects:  Drowsiness,  confusion,  dipiopia,  hypoten- 
sion. changes  in  libido,  nausea,  fatigue,  depression, 
dysarthria,  jaundice,  skin  rash,  ataxia,  constipation, 
headache,  incontinence,  changes  in  salivation,  slurred 
speech,  tremor,  vertigo,  urinary  retention,  blurred  vision. 
Paradoxical  reactions  such  as  acute  hyperexcited 
states,  anxiety,  hallucinations,  increased  muscle  spas- 
ticity insomnia,  rage,  sleep  disturbances,  stimulation 
have  been  reported,  should  these  occur,  discontinue 
drug  Isolated  reports  of  neutropenia,  jaundice,  periodic 
blood  counts  and  liver  function  tests  advisable  during 
long-term  therapy  „ , 

Dosage:  Individualize  for  maximum  beneficial  effect. 
Adults:  Anxiety  disorders,  symptoms  of  anxiety.  2 to  10 
mg  b i d to  q I d.;  alcoholism,  10  mg  t i d.  or  q i d.  in 
first  24  hours,  then  5 mg  t i d,  or  q i d.  as  needed, 
adjunctively  in  skeletal  muscle  spasm.  2 to  10  mg  t.i.d. 
or  q I d ; adjunctively  in  convulsive  disorders,  2 to  10  mg 
b i d.  to  q.i.d.  Geriatric  or  debilitated  patients  2 to  2'/2 
mg,  1 or  2 times  daily  initially,  increasing  as  needed  and 
tolerated  (See  Precautions  ) Children:  1 to  2'/2  mg  t.i.d. 
or  q I d.  initially,  increasing  as  needed  and  tolerated  (not 
for  use  under  6 months). 

How  Supplied:  For  oral  administration.  Valium  scored 
tablets— 2 mg.  white;  5 mg.  yellow;  10  mg,  blue- 
bottles of  100*  and  500;*  Prescription  Paks  of  50 
available  in  trays  of  10  • Tel-E-Dose*  packages  of  m 
available  in  trays  of  4 reverse-numbered  boxes  of  25.  i 
and  in  boxes  containing  10  strips  of  10.T 
♦Supplied  by  Roche  Products  Inc.,  Manati,  Puerto 
Rico  00701 

tSupplied  by  Roche  Laboratories.  Division  of 
Hoffmann-La  Roche  Inc..  Nutley.  New  Jersey  07110 
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CoBumna 

Del 

Editor 


Es  este  nuestro  segundo  número  extraordinario  con 
e*  rual  esperamos  "ponernos  al  día"  en  la  circulación  de 
la  revista.  En  lo  sucesivo  el  Boletín  debe  recibirse  en  los 
primeí’os  10  días  del  mes  que  le  sigue  a su  fecha  de 
publicación.  Si  para  entonces  logramos  de  nuestros 
colaboradores  el  material  científico  ofrecido,  el  Boletín 
podrá  circular  el  mes  que  le  corresponde.  Esperemos 
que  así  sea. 

La  Junta  Editora  del  Boletín  quiere  agradecer  a través 
de  estos  columna  las  múltiples  manisfestaciones  verba- 
les y escritas  de  apoyo  y felicitación  por  los  cambios 
efectuados  en  el  Boletín.  Estas  son  el  mayor  estímulo 
para  continuar  nuestra  ardua  tarea.  Reconocemos  que 
todo  esfuerzo  en  ese  sentido  es  de  importancia,  pues 
trabajamos  para  la  divulgación  del  quehacer  científico  y 
Ja  cultura  médica  de  nuestro  país.  Confiamos  en  un 
futuro  cercano  poder  superar  algunos  obstáculos  que 
aún  existen  y que  persistentemente  dificultan  nuestra 
labor.  Una  vez  esto  se  logre  podremos  brindarle  una 
revista  de  la  excelencia  científica  y gráfica  que  la  clase 
médica  del  país  merece. 

Queremos  también  dar  gracias  a la  Dra.  Dolores 
Méndez-Cashion  por  proveernos  tan  gentilmente  las 
fotografías  antiguas  que  han  aparecido  en  los  tres 
últimos  números  del  Boletín.  Ellas  le  han  proporcionado 
la  dimensión  de  historia  que  carecía  la  revista. 
Esperamos  que  nuestra  querida  profesora,  que  en  años 
pasados  con  tanta  dedicación  y paciencia  nos  enseño 
Pediatría,  continúe  colaborando  con  nuestra  revista.  Su 
contribución  es  agradecida  de  forma  muy  especial. 

Como  es  de  conocimiento  general  el  año  de  1 982  ha 
sido  designado  el  "Año  Internacional  del  Envejeciente". 
En  este  número  a este  sector  poblacional  de  nuestra 
sociedad  (cada  vez  mayor)  se  le  rinde  tributo  y se  les  re- 
cuerda en  la  portada.  A propósitodeellosaparece  un  edi- 
torial, un  artículo  de  gran  calidad  científica,  y una  impor- 
tante noticia  sobre  un  aspecto  psiquiátrico  del 
envejeciente.  La  Asociación  Médica  de  Puerto  Rico  le  de- 
dica este  número  de  su  Boletín  a los  envejecientes  puer- 
torriqueños de  los  cuales  nos  sentimos  orgullosos. 


Rafael  Villavicencio,  M.D. 

Presidente  Junta  Editora 

Boletín  Asociación  Médica  de  Puerto  Rico 


Nuestra  Portada 

ASOCIACION  MECCA  CE  PUEH  rO  RICO 

BOLETIN 
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El  Santero  - Serigrafía  de  Rafael  Tufiño,  artista  | 
puertorriqueño  y uno  de  los  valores  fundamentales  de 
las  artes  plásticas  de  nuestro  país.  La  obra  de  Tufiño  es 
extensa  y de  gran  variedad,  incluye  dibujos,  pinturas  al 
óleo,  grabados,  serigrafías,  carteles  y diseños  e 
ilustración  de  libros.  Comentar  la  totalidad  de  su  obra, 
sus  influencias  artísticas,  y las  exposiciones  que  ha 
realizado  sería  imposible  en  tan  corto  espacio.  Tufiño  ha  i 
estado  constantemente  activo  en  la  vida  artística  del  i 
país  durante  los  últimos  35  años,  ocupando  un  lugar  de  / 
prominencia  en  la  misma.  Fue  fundador  del  Centro  de  ■ 
Arte  Puertorriqueño;  de  la  Escuela  de  Artes  Plásticas^ 
del  Instituto  de  Cultura  Puertorriqueño,  y del  Taller  dej 
Artes  Gráficas  de  la  División  de  Educación  a laj 
Comunidad  del  Departamento  de  Instrucción.  P 

La  calidad  del  artista  es  de  conocimiento  inter^ 
nacional  y sus  obras  han  sido  expuestas  y premia-5 
das  en  diferentes  países  de  América  y Europa.  En  susl 
obras  Tufiño  muestra  una  realidad  que  no  había  sido  i 
tocada  desde  el  punto  de  vista  artísticoielpuebloV  el  mar? 
co  donde  este  vive.  Logra  captar  nuestro  campesinoenjj 
toda  su  profundida  y nos  muestra  sus  gestos,  costurn- 
bres,  creencias,  y vida  cotidiana.  M 

"El  Santero  es  Don  Zoilo  Cajigas  y Sotomayor,  dy 
Aguada.  Santero  "por  mandatodeDios"quienejerciósi5 
oficio  con  maestría  y devoción  religiosa  hasta  eldíadesJl 
muerte  a los  102  años.  Es  Don  Zoilo  ejemplo  d0 
nuestros  envejecientes:  laboriosos,  creyentes  ^ 
productivos.  I 

La  reproducción  de  la  obra  en  nuestra  portada  ha  sidmj 
posible  gracias  a la  colaboración  de  la  División  dy 
Educación  a la  Comunidad  del  Departamento  dA 
Instrucción.  Muchas  gracias  a su  Director  el  Srl 
Waldemar  Pérez  Quintana  y a los  artistas  Ton'^ 
Maldonado  e Isabel  Bernal.  ■ 
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Publicación  mensual,  $40  00  anuales  El  Boletín  se  distri- 
buye a todos  los  miembros  de  la  Asociación  Médica  de 

Puerto  Rico  como  parte  de  su  cuota  anual.  Todo  anuncio 
que  se  publique  en  el  Boletín  de  la  Asociación  Médica  de 

Puerto  Rico  deberá  cumplir  con  las  normas  establecidas 
por  la  Asociación  Médica  de  Puerto  Rico  y la  Asociación 

Médica  Americana 

La  Asociación  Médica  de  Puerto  Rico  no  se  hace  respon- 
sable por  los  productos  o servicios  anunciados  La 
publicación  de  los  mismos  no  necesariamente  implica  el 
endoso  de  la  Asociación  Médica  de  Puerto  Rico 
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Todo  anuncio  para  ser  publicado  debe  reunir  las  normas 
establecidas  por  la  publicación.  Todo  material  debe 
entregarse  listo  para  la  imprenta  y con  sesenta  días  con 
anterioridad  a su  publicación  La  AMPR  no  se  hará  res- 
ponsable por  material  y/o  artículos  que  no  cumplan  con 
estos  requisitos. 

Todo  artículo  y/o  publicado  está  sujeto  a las  normas  y 
reglamentos  de  la  Asociación  Médica  de  Puerto  Rico. 

Ningún  artículo  que  haya  sido  previamente  publicado  será 
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aceptado  para  esta  publicación  La  Asociación  Médica  de 

Puerto  Rico  no  se  hace  responsable  por  las  opiniones 
expresadas  o puntos  de  vista  vertidos  por  los  autores,  a 
menos  que  esta  opinión  esté  claramente  expresada  y/o 
definida  dentro  del  contexto  del  artículo 
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AMA  NEWS 

USPS-060000  Second  Class  postage  paid  at  San  Juan,  P R 

“To  maintain  decreased 
blood  pressure, 
sodium  must  be  excreted 
regularly  throughout 
each  24-hour  period.”' 


In  hypertension 

Hygroton 


(Chlorthalidone  USP) 


Make  it  your  First  Step  in 
Stepped  Care  because... 
no  other  diuretic  blocks 
sodium  retention  longer 


Hygroton* 

(chlorthalidone  USPI 


BRIEF  SUMMARY 

Indications:  Hypertension  adiunctive  therapy  in  edema 
Contraindications;  Anuna  hypersensitivity  to  chlorthalidone 
or  other  suitonamide-derived  drugs  Warnings;  Should  be 
used  with  caution  in  severe  renal  disease,  impaired  hepatic 
(unction  or  progressive  liver  disease  May  add  to  or  potentiate 
the  action  o(  other  antihypertensive  drugs  Sensitivity 
reactions  may  occur  in  patients  with  a history  o(  allergy  or 
bronchial  asthma  There  is  a possibility  o(  exacerbation  or 
activation  ot  systemic  lupus  erythematosus  with  thiazides, 
which  are  related  to  chlorthalidone  This  has  not  been 
reported  with  chlorthalidone  Thiazides  cross  the  placental 
barrier  and  appear  in  cord  blood  Use  in  pregnant  women 
requires  that  the  anticipated  benefits  ot  the  drug  be  weighed 
against  possible  hazards  to  the  fetus  These  hazards  include 
fetal  or  neonatal  laundice.  thrombocytopenia,  and  possibly 
other  adverse  reactions  which  have  occurred  in  the  adult  In 
nursing  mothers,  thiazides  cross  the  placental  barner  and 
appear  m breast  miik  If  use  of  the  drug  is  essential  the 
patient  should  stop  nursing  Precautions:  Penodic 
determination  of  serum  electrolytes  to  detect  possible 
electrolyte  imbalance  should  be  performed  at  appropriate 
intervals  All  patients  receiving  chlorthalidone  should  be 
observed  tor  clinical  signs  ot  fluid  or  electrolyte  imbalance, 
namely  hyponatremia  hypochloremic  alkalosis 
and  hypokalemia  Serum  and  unne  electrolyte  determinations 
are  particularly  important  when  the  patient  is  vomiting 


excessively  or  receiving  parenteral  fluids  Medication  such  as 
digitalis  may  also  influence  serum  electrolytes  Hypokalemia 
may  develop  with  chlorthalidone  as  with  any  other  potent 
diuretic,  especially  with  brisk  diuresis,  when  severe  cirrhosis 
IS  present,  or  during  concomitant  use  of  corticosteroids  or 
ACTH  Interference  with  adequate  oral  electrolyte  intake  will 
also  contribute  to  hypokalemia  Digitalis  therapy  may 
exaggerate  metabolic  effects  of  hypokalemia  especially  with 
reference  to  myocardial  activity  Any  chloride  deficit  is 
generally  mild  and  usually  does  not  require  specific  treatment 
except  under  extraordinary  circumstances  (as  in  liver  disease 
or  renal  disease)  Dilutional  hyponatremia  may  occur  in 
edematous  patients  m hot  weather  Hyperuricemia  may  occur 
or  gout  be  precipitated  m certain  patients  Insulin 
requirements  m diabetic  patients  may  be  increased, 
decreased,  or  unchanged  and  latent  diabetes  mellitus  may 
become  manifest  Chlorthalidone  and  related  drugs  may 
increase  the  responsiveness  to  tubocurarine  The 
antihypertensive  effects  of  the  drug  may  be  enhanced  in  the 
postsympathectomy  patient  Chlorthalidone  and  related  drugs 
may  decrease  arterial  responsiveness  to  norepinephrine 
If  progressive  renal  impairment  becomes  evident,  as 
indicated  by  a rising  nonprotem  nitrogen  or  blood  urea 
nitrogen  a careful  reappraisal  of  therapy  is  necessary  with 
consideration  given  to  withholding  or  discontinuing  diuretic 
therapy  Chlorthalidone  and  related  drugs  may  decrease 


serum  PBI  levels  without  signs  of  thyroid  disturbance 
Adverse  Reactions:  Anorexia,  gastric  irritation,  nausea 
vomiting,  cramping,  diarrhea,  constipation  laundice 
(intrahepatic  cholestatic  laundice),  pancreatitis  dizziness 
vertigo,  paresthesias,  headache  xanthopsia,  leukopenia, 
agranulocytosis,  thrombocytopenia  aplastic  anemia, 
purpura,  photosensitivity,  rash,  urticaria  necrotizing 
angiitis  (vasculitis)  (cutaneous  vasculitis).  Lyell's  syndrome 
(toxic  epidermal  necrolysis)  Orthostatic  hypotension  may 
occur  and  may  be  aggravated  by  alcohol,  barbiturates  or 
narcotics  Other  adverse  reactions  include  hyperglycemia, 
glycosuria,  hyperuricemia,  muscle  spasm,  weakness, 
restlessness,  impotence  Whenever  adverse  reactions  are 
moderate  or  severe,  chlorthalidone  dosage  should  be  reduced 
or  therapy  withdrawn  Usual  Dose:  One  tablet  daily 
How  Supplied:  Tablets-100  mg  (white  scored),  50  mg 
(aqua)  m bottles  of  100  1000  and  5000  25  mg  (peach)  in 
bottles  ot  100  and  1000:  unit-dose  blister  packs,  boxes  of 
100  (10  X 10  strips) 

Reference:  1 Finnerty  FA  Jr  Hypertension  The 
Continuing  Challenge.  Scientific  Exhibit  Meeting  of  the  AAFP 
Boston  Mass  Sept  20-23. 1976 
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Janssen  Pharmaceulica  Inc.  1982  JPi- 


Alexandre  Dumas’ 
The  Three  Musketeers 
and  D’Artagnan 


ONE  FOR  ALL -One  tablet  treats  pinworm 
in  any  patient,  regardless  of  age  or  body  weight* 
Obviates  need  to  calculate  individual  dosages. 


A single  tablet  eradicates  pinworm  in  95%  of  patients. 

*Contraindicated  in  pregnant  women  and  in  persons  who  have  shown  hypersensitivity  to  the  drug. 


VERMOX 

(mebendazole) 


CHEWABLE  TABLETS 

3 JANSSEN 

11  FARMACEUTICA 


The^l  anthelmintic  for  pinworms  and  many  other  worm  infestations 

Please  see  complete  Prescribing  Information  on  adjacent  page. 


VERMOXs^^ 

(mebendazole) 


DESCRIPTION  VERMOX  (mebendazole)  is  methyl  5-benzoylbenzimida- 
zole-2-carbamate. 

ACTIONS  VERMOX  exerts  its  anthelmintic  effect  by  blocking  glucose 
uptake  by  the  susceptible  helminths,  thereby  depleting  the  energy  level  until  it 
becomes  inadequate  for  survival.  In  man,  approximately  2%  of  administered 
mebendazole  is  excreted  in  urine  as  unchanged  drug  or  a primary  metabolite. 
Following  administration  of  100  mg  of  mebendazole  twice  daily  for  three 
consecutive  days,  plasma  levels  of  mebendazole  and  its  primary  metabolite, 
the  2-amine,  never  exceeded  0.03  gg/ml  and  0.09  gg/ml,  respectively. 

INDICATIONS  VERMOX  is  indicated  for  the  treatment  of  TrUhuris  iri- 
chiura  (whipworm),  Enierobius  vermicularis  (pinworm),  Ascaris  lumbricoides 
(common  roundworm),  Ancylostoma  duodenale  (common  hookworm), 
Necaior  americanus  (American  hookworm)  in -single  or  mixed  infections. 
Efficacy  varies  as  a function  of  such  factors  as  pre-existing  diarrhea  and 
gastrointestinal  transit  time,  degree  of  infection  and  helminth  strains. 
Efficacy  rates  derived  from  various  studies  are  shown  in  the  table  below: 

Common 


Whipworm 

Roundworm 

Hookworm 

Pinworm 

cure  rates 

mean 

(range) 

68% 

(61-75%) 

98% 

(91-100%) 

96% 

95% 

(90-100%) 

egg  reduction 
mean 

93% 

99.7% 

99.9% 

(range) 

(70-99%) 

(99,5%-100%) 

- 

- 

CONTR.AINDICATIONS  VERMOX  is  contraindicated  in  pregnant  women 
(see  Pregnancy  Precautions)  and  in  persons  who  have  shown  hypersensitivity 
to  the  drug. 

PRECAUTIONS  PREGNANCY:  VERMOX  has  shown  embryotoxic  and 
teratogenic  activity  in  pregnant  rats  at  single  oral  doses  as  low  as  10  mg/kg. 
Since  VERMOX  may  have  a risk  of  producing  fetal  damage  if  administered 
during  pregnancy,  it  is  contraindicated  in  pregnant  women. 

PEDIATRIC  USE:  The  drug  has  not  been  extensively  studied  in  children 
under  two  years;  therefore,  in  the  treatment  of  children  under  two  years  the 
relative  benefit/risk  should  be  considered. 

ADVERSE  REACTIONS  Transient  symptoms  of  abdominal  pain  and 
diarrhea  have  occurred  in  cases  of  massive  infection  and  expulsion  of  worms. 

DOSAGE  AND  ADMINISTRATION  The  same  dosage  schedule  applies  to 
children  and  adults.  The  tablet  may  be  chewed,  swallowed  or  crushed  and 
mixed  with  food.  For  the  control  of  pinworm  (enterobiasis),  a single  tablet  is 
administered  orally,  one  time.  For  the  control  of  common  roundworm 
(ascariasis),  whipworm  (trichuriasis),  and  hookworm  infection,  one  tablet  of 
VERMOX  is  administered,  orally,  morning  and  evening,  on  three  consecutive 
days.  If  the  patient  is  not  cured  three  weeks  after  treatment,  a second  course  of 
treatment  is  advised.  No  special  procedures,  such  as  fasting  or  purging,  are 
required, 

HOW  SUPPLIED  VERMOX  is  available  as  chewable  tablets,  each  contain- 
ing 100  mg  of  mebendazole,  and  is  supplied  in  boxes  of  twelve  tablets. 
VERMOX  (mebendazole)  is  an  original  product  of  Janssen  Pharmáceutica, 
Belgium. 
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EDIT@RÍAL 


Gerontology 
And  Geriafric 
Medicine; 

A Challenge  For 
The  PImIcfan 
And  The 

Physician  To  Be 

Aging  can  be  defined  as  the  changes  that  occur  in  the 
living  organism  with  the  passage  of  time.  Gerontology  is 
the  study  of  this  process.  Aging  starts  soon  after  birth,  it 
accelerates  after  sexual  maturity  and  accelerates  even 
further  after  the  age  of  30  years.  Therefore  if  we  want  to 
attempt  to  alter  the  process  in  any  way  prophylaxis  must 
start  at  a very  early  age,  in  infancy.  Geriatric  medicine, 
on  the  other  hand,  isthe  study  of  thespecial  problems  of 
illness  in  the  elderly.  The  manifestations  of  disease  and 
the  use  of  therapeutic  measures  are  altered  by  the 
diminished  organ  function'that  gradually  develops  with 
aging. 

Contrary  to  what  we  may  believe  the  life  span  of  the 
human  being  has  not  changed  during  the  past  several 
thousand  years.  If  we  were  able  to  eliminate  all  diseases 
and  accidents  man  will  live  from  90  to  100  years.  This 
differs  in  different  vertebrate  species  being  3 years  the 
rat,  50  years  the  chimpanzee,  etc. 

It  has  been  definitely  established  that  age  changes 
originate  in  the  individuals  cells,  that  these  are  pro- 
gramed to  reduplicate  only  a specific  numberof  times 
and  that  the  process  of  reduplication  slows  down  until 
it  stops  and  the  cell  dies.  It  has  been  further  shown  that 
the  cellular  reduplication  clock  is  most  probably  located 
in  the  cell  nucleus.  Some  cells  reduplicate  very  fast  and 
many  times  like  those  of  the  skin  and  the  living  cells  of 
the  gastrointestinal  tract,  others  do  so  very  slowly  or 
none  at  all,  like  the  neurons  of  some  areas  of  the  brain. 
Only  the  multipotencial  germ  cell  and  cells  that  have 
undergone  malignant  changes  are  capable  of  eternal 
reduplication. 

Life  expectancy  however  has  suffered  a very  drastic 
change  during  the  past  few  decades.  In  Puerto  Rico  it 
has  risen  from  approximetely  40  years  in  the  fourties  to 
about  74  years  at  present.  This  is  due  to  many  factors 
but  specially  to  the  control  and  elimination  of  many  of 
the  acute  illnesses  of  the  young.  As  a result  the  number 
of  older  citizens  is  rising.  In  Puerto  Rico  the  population 
over  65  years  of  age  is  over  200,000;  in  the  United 


States  about  25,000,000.  Further  increase  will  occur 
with  an  explosive  surge  expected  between  the  years  of 
2010  to  2030  when  the  post  World  War  II  baby  boom 
becomes  of  age  and  this  population  is  expected  to  reach 
55,000,000.11 

In  this  issue  Dr.  Maria  L.  Santaella  in  a review 
article  describes  the  alterations  that  occur  with  aging  in 
the  immunologic  system.  The  same  could  be  done  with 
all  the  other  systems,  the  cardiovascular,  the  nervous 
system,  the  kidney,  etc.  During  the  past  few  years  there 
has  developed  a growing  interest  in  research  in  this 
which  was  brought  about  by  the  above  demographic 
data.  This  data  has  made  the  medical  educator 
conscious  of  his  responsability  to  review  the  existing 
medical  curriculum  to  prepare  the  future  physician  to 
adequately  deal  with  the  special  problems  of  this  group 
of  people.  It  is  important  to  prepare  not  only  the 
physician  but  all  the  members  of  the  health  team  in  this 
respect.  Several  years  ago  a small  multidisciplinary 
group  at  the  University  of  Puerto  Rico  Medical  Sciences 
Campus  became  intertested  in  developing  a curriculum 
for  the  health  professional  with  a concentration  in 
Gerontology.  This  month  the  first  group  of  22  health 
professionals  including  physicians,  nurses, 
pharmacists,  health  educators,  psychologist,  etc.,  start 
a series  of  courses  that  will  lead  to  such  a 
concentration. 

At  the  Medical  School  level  a task  force  was 
appointed  last  year  by  the  Dean  to  review  the  Medical 
School  curriculum  so  as  to  include  the  needed  input  in 
gerontology  and  geriatric  medicine  for  the  medical 
student  and  the  physician  in  post  graduate  training.  At 
the  national  level  the  Association  of  American  Medical 
Colleges (AAMC)  is  holding  a seriesof  regionalseminars 
with  active  participation  of  medical  school  deans, 
chairpersons  of  basic  sciences  and  clinical 
departaments,  etc.,  with  the  same  purpose.  An 
explosion  of  knowledge  is  developing  in  the  area  and  it 
is  the  responsability  of  all  physicians  in  all  specialties  to 
be  well  prepared  to  deal  and  care  for  the  medical  needs 
of  this  important  sector  of  our  population. 

This  is  the  challenge  for  the  physician  and  the 
physician  to  be.  It  is  also  the  challenge  for  those 
responsible  of  medical  education,  the  medical  school 
faculty,  the  residency  program  directors  and  those  in 
charge  of  the  programs  of  continued  medical  education 
in  the  different  medical  societies  and  the  hospital 
medical  staff.  It  is  our  hope  that  each  one  of  us  accepts 
the  challenge. 


Associate  Dean  for  Clinical  Affairs 

School  of  Medicine,  University  of  Puerto  Rico 
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EDIT#RiAL 


Pruebas  De 
Función 


Pulmonar 


En  Puerto  Rico  hay  laboratorios  establecidos  que 
ofrecen  los  servicios  de  pruebas  de  función  pulmonar. 
En  éstos  se  pueden  medir  los  distintos  volúmenes 
pulmonares,  la  respuesta  de  estos  volúmenes  a agentes 
broncodilatadores,  los  gases  arteriales  y la  función  de 
las  aerovías  grandes  (mayores  de  2 mm  de  diámetro)  y 
pequeñas  (menores  de  2 mm  de  diámetro).  Varias  de 
estas  pruebas  se  realizan  en  nuestros  hospitales,  y en 
oficinas  particulares  además  de  estos  centros  especia- 
lizados. 

Estas  pruebas,  por  lo  tanto,  están  accesibles  al 
cirujano,  al  ortopeda,  al  médico  de  familia,  al 
generalista,  al  pediatra  y al  internista.  Es  importante 
para  estos  profesionales  el  conocer  acerca  de  las 
mismas. 


El  Dr.  Iván  León,  Neumólogo,  Jefe  del  Departamento 
de  Medicina  de  la  Escuela  de  Medicina  del  Caribe,  en 
Cayey,  escribe  un  artículo  en  dos  partes  acerca  del  uso 
práctico  de  las  pruebas  de  función  pulmonar.  En  este 
artículo  se  enfatizael  uso  de  estas  pruebasenel  paciente 
con  asma  en  una  etapa  aguda,  en  el  paciente  en  el  cual 
se  sospecha  asma  bronquial,  y en  el  paciente  con  enfer- 
medad crónica  obtructiva  como  el  enfisema  y la 
bronquitis  crónica. 

El  Dr.  León  ofrece  una  explicación  breve  de  la  instru- 
mentación envuelta  y haciendo  uso  del  trasfondo 
clínico,  nos  envuelve  en  la  interpretación  de  los  resul- 
tados de  las  pruebas  más  comúnmente  utilizadas. 

El  conocer  estas  pruebas  va  a permitir  un  mejor 
seguimiento,  un  tratamiento  temprano,  y una  mejor 
calidad  de  vida  para  los  enfermos  que  así  lo  ameriten. 


Neumólogo  Pediátrico 
Profesor  Asociado  en  Pediatría 
Hospital  Universitario  de  Niños 
Escuela  de  Medicina 
Universidad  de  Puerto  Rico 
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Si  una  nueva  medicina 
puede  ayudar, 
noso^os  estamos 
trabajando  en  ella. 


PHARMACEUTICAL 

INDUSTRY 

ASSOCIATION 

OF  PUERTO  RICO,  INC. 


Eastern  Air  Lines  Building  Suite  405 
Sanlurce,  Puerto  Rico  00911 


£51UDÍOS  CLiMiODS 


Strategies  For  Improving 
Compliance  In  Hypertensive 


Patients 


Jotma  Takala.  M.D.  ** 
Arto  Leminen,  M.D. 
Tauno  Telaranta.  M.D 


ABSTRACT:  This  study  reports  the  results  of  an 
epidemiological  study  on  hypertension  and  a 
supervising  physician-based  trial  in  Finnish 
community  health  centre.  It  was  found  that  only  half 
of  the  male  hypertensives  were  receiving  treatment 
and  it  was  adequate  in  only  a few.  Obesity  and 
smoking  was  common  among  hypertensives.  It  is 
believed  that  the  supervising  physician  based  system 
leads  to  favourable  results  in  the  treatment  of 
community  health  centre  patients. 

In  the  treatment  of  a symptom-free  or  almost 
symptom-free  illness  such  as  hypertension,  compliance 
with  therapeutic  regimen  is  of  crucial  importance  for 
the  success  of  the  treatment.  Numerous  studies  carried 
out  in  different  parts  of  the  world  have  consistently 
shown  that  only  a small  proportion  of  hypertensives  are 
under  appropriate  treatment,  or  in  general  under  any 
treatment  at  all.'  ^ One  reason  for  this  is  that  hyperten- 
sive, having  as  they  do  few  symptoms,  quite  often  drop 
out  of  treatment.  Particularly  since  the  side  effects  of  the 
drugs  used  often  mean  that  they  feel  worse  on  drug 
therapy  than  without  treatment. ^ 

Compliance  with  a therapeutic  regimen  depends  not 
only  on  the  patient  but  on  the  physician  as  well.  Many 
hypertensives  receive  too  little  attention  from  their 
physicians  due  to  the  slower  and  less  visible  results 
commonly  obtained  with  these  patients  as  compared  to 
the  treatment  of  many  other  illnesses. ^ 

The  present  epidemiological  study  of  the  teatment 
situation  of  hypertensive  patients,  and  the  associated 
treatment  trial  based  on  a supervising-physician 
system,  dealt  with  the  following  questions. 

1 . Is  the  treatment  situation  of  middle-aged  male 
hypertensives  within  the  domain  of  the 
community  health  centres  in  Finland  at  the 
present  adequate 

2.  Is  it  possible  to  improve  treatment  seeking  by 
hypertensives,  their  adherence  to  treatment,  and 
its  effectiveness  (the  level  of  treatment)  by 


'Presented  at  the  /V  Congress  of  the  Inter natronaf  Rehabrlrtation  Medtane  Association.  San  Juan. 
Puerto  Rico.  April  1982 

'Request  repnntsto  Jorrna  Takala.  MD.  Department  of  Public  Health.  University  of  Tampere.  PB607. 
33101.  Tampere  10.  finland 


creating  within  the  community  health  centre  a 
treatment  system  under  wich  the  supervising 
physician  (a)  follows  the  provision  of  overall 
treatment  for  hypertensives  by  means  or  record 
data,  (b)  participates  personally  in  the  treatment  of 
problem  cases,  and  (c)  organizes  a training 
program  on  hypertension  for  the  other  physicians 
working  in  that  particular  health  centre. 


Subjects  and  Methods 

In  1 981  a screening  survey  for  hypertension  ocurring 
among  men  aged  35  to  49  was  carried  out  in  central 
Finland  in  two  neighbouring  health  centres  (common 
population  base:  57,414  inhabitants);  a total  of  4,822 
men,  or  88.9  % of  those  invited,  took  part  in  the  study. 

Blood  pressure  was  measured  with  a mercurial 
manometer  after  3 to  5 minutes'  rest  and  with  the 
subject  in  the  sitting  position.  The  results  were  read  to 
an  accuracy  of  2 mm  Hg,  and  the  fifth-phase  level  was 
recorded  as  the  diastolic  presure.  8 In  connection  with 
the  screening  the  subject's  height  and  weight  were 
taken  and  data  on  such  questions  as  e.  g.  smoking 
habits  were  gathered  by  means  of  a questionnaire. 

Those  untreated  men  whose  blood  pressure  readings 
in  four  separate  measurements  (two  measurements  at  a 
10-  minute  interval  in  the  screening  and  two  control 
measurements  two  weeks  later)  met  the  criteria  for 
hypertension,  were  referred  for  examination  by  the 
research  physicians  (J.T.  and  A.L.). 

The  criterion  for  hypertension  was  defined  as  a 
diastolic  reading  of  > 100  mm  Hg,  since  according  to 
Finnish  health  insurance  legislation  men  under  50 
years  of  age  who  meet  this  criterion  are  entitled  tofree 
antihypertensive  medication.  Those  men  who  at  the 
time  of  the  screening  were  under  antihypertensive 
treatment  were  also  referred  for  examination  by  the 
research  physicians,  regardless  of  their  blood-pressure 
level.  The  research  sample  consisted  of  those  untreated 
patients  whose  blood  pressure  was  again  found  to  be 
elevated  when  measured  by  the  physician  (two 
measurements),  together  with  all  the  subjects  already 
under  treatment. 

The  examination  by  the  physician  was  concerned 
with  the  etiology  and  severity  of  the  subjects' 
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hypertension,  and  for  this  purpose  the  necessary 
laboratory  tests  were  carried  out.  Some  of  the  patients 
were  sent  for  cardiologic  examination  to  the  central 
hospital  of  the  region 

In  one  of  the  two  health  centres  (the  trial  health 
centre)  the  subjects,  after  examination  by  one  of  two 
trial  physicians,  were  guided  into  treatment  by  the 
health-centre  physician  of  their  choice  by  being  given 
an  appointment  for  a precise  time. 

In  the  other  health  centre  (the  control  health  centre), 
after  examination  by  one  of  the  two  trial  phvsicians,  the 
subjects  received  a letter  informing  them  of  the  results 
of  the  examination  and  the  tests  and  advising  them  to 
seek  treatment  by  a physician  (in  the  case  of  those  not 
under  treatment)  or  continue  treatment  with  the  same 
physician  as  before  (in  the  case  of  those  already  under 
treatment). 

The  present  report  describes  the  treatment  situation 
of  male  hypertensive  aged  35  to  49  in  the  trial  health 
centre  in  the  screening  phase  and  the  results  of  the 
treatment  trial  after  six  months'  experience. 

In  the  trial  centre,  the  treatment  of  all  the  patients  not 
yex  receiving  treatment  was  begun  with  atenolol  (Atenol 
lUO  mg®).  In  cases  where  the  target  level  (diastolic 
pressure  < 90  mm  Hg)  was  not  reached  by  this  means, 
hydrochlorothiazide  (Hydrex  50  mg®),  and  if  necessary 
also  prazosin  (Pratsiol  1 -5  mg®),  was  added.  In  cases  of 
side  effects  or  poor  response  to  treatment,  the 
medication  was  changed.  In  the  case  of  those  patients 
already  under  treatment  whose  treatment  in  the 
screening  phase  was  inadequate  (diastolic  pressure 
90  mm  Hg),  the  antihypertensive  medication  followed 
the  same  principles. 

During  the  first  treatment  visit,  the  health-centre 
physician  provided  the  patient  with  information  on 
hypertension  both  orally  and  in  writing.  In  the 
instructions,  the  importance  of  adherence  to  treatment 
was  emphasized.  The  patient  also  received  his  own 
blood-pressure  follow-up  card,  in  wich  the  blood- 
pressure  reading  and  the  precise  time  of  the  next 
appointment  were  recorded. 

One  of  the  research  physicians  (A.L.),  who  also  acted 
as  the  supervising  physician  for  hypertension  treatment 
in  the  trial  health  centre,  made  sure  that  the  physicians 
treated  their  patients  according  to  the  principles  thus 
defined,  and  that  patients  who  missed  their 
appointment  were  sent  a new  invitation. 

Results 

At  the  trial  health  centre  2,045  men  were  examined. 


of  whom  261  (12.8%)  were  found  to  be  hypertensive.  Of 
these,  127  (49  %)  were  not  receiving  treatment  for 
hypertension.  Twenty-one  of  them  had  previously  been 
under  treatment  but  had  dropped  out,  and  39 
individuals  were  unaware  of  their  hypertension, 
although  1 1 (28  %)  of  these  had  their  blood  pressure 
measured  during  the  year  preceding  the  present  survey 
(Table  1). 

TABLE  I 

Treatment  situation  among  male  hypertensives  aged 
35-49  cared  for  by  a health  centre  in  central  Finland 
(hypertension  = diastolic  pressure  >100  mmHg  in  6 
measurements,  or  current  treatment). 


Treatment  situation 

N 

Sustained  hypertension* 

261 

Of  these; 

a)  subjects  previously 

unaware  of  the  illness 

39 

b)  subjects  aware  of  the  ill- 
ness but  never  treated 

67 

127 

c)  subjects  treated  at  some 
time  previously 

21 

d)  subjects  receiving  inade- 

quate  treatment  (diastolic 
pressure  > 90  mmHg) 

109 

e)  subjects  receiving  ade- 
quate (diastolic  pressure 
<90  mmHg**) 

25 

134 

% 

100 


14.9 

25.7 
8.0 

41.8 

9.6' 


48.7 


51.3 


* 261  = 1 2.8%  of  the  individuals  examined 
*•  diastolic  pressure  < 90  mmHg  = 25  = 10% 
diastolic  pressure  <95  mmHg  = 49=  19% 
diastolic  pressure  < 1 00  mmHg  = 74  = 28% 


Of  the  individuals  screened  out  as  hypertensives, 
134  (51  %)  were  already  under  treatment,  but  this 
treatment  was  adequated  (diastolic  pressure  < 90  mm 
Hg)  in  only  one  case  out  of  five;  these  patients 
accounted  for  a mere  10  % of  all  hypertensives. 

Table  2 shows  the  proportion  of  obese  individuals  out 
of  all  hypertensives.  Excess  weight  of  10%or  more  was 
found  for  two  thirds  (65  %)  of  all  hypertensives  not 
under  treatment  and  for  a nearly  equally  large 
proportion  (61  %)  of  those  receiving  tretment.  The 
corresponding  figures  for  an  obesity  of  30  % or  more 
were  17  % and  14  %,  respectively. 


TABLE  II 

Obesity*  among  male  hypertensives  aged  35-49  cared  for  by  a health  centre  in  central  Finland 


according  to  presence 

of  treatment. 

Obesitv 

Treatment 

Hypertensives 

^10% 

N % 

N 

>20% 

% 

N 

>30% 

% 

Not  under  treatment 

127 

83 

65.4 

43 

33.9 

22 

17.3 

Under  treatment 

134 

82 

61.2 

32 

23.9 

19 

14.2 

Total 

261 

165 

63.2 

75 

28.7 

41 

15.7 

Obesity  of  1 0%  : weight/height^  > 27.0  kg/m^ 
Obesity  of  20%  : weight/height^  ^ 30.0  kg/m^ 
Obesity  of  30%  : weight/height^  2 32.0  kg/m^ 
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Table  3 shows  that  42  % of  cases  currently  untreated  and  26  % of  those  receiving  treatment  were  regular  smokers 
and  that  the  proportion  of  those  who  had  smoked  only  occasionally  or  never  was  about  equally  large  (31  %)  in 
the  two  groups. 


TABLE  III 

Smoking  among  male  hypertensives  aged  35-49  cared  for  by  a health  centre  in  central  Finland 
according  to  presence  of  treatment 


Trying 

Never  a regular 

Smoking 

to  give 

smoker  or  never 

Hypertensives  Regular  smoker 

discontinued 

up  smoking 

a smoker  at  all 

Treatment 

N 

% 

N 

% 

N 

% 

N 

% 

Not  under  treatment 

127 

53 

41.7 

30 

23.6 

5 

3.9 

39 

30.7 

Under  treatment 

134 

35 

26.1 

51 

38.1 

6 

4.5 

42 

31.3 

Total 

261 

88 

33.7 

81 

31.0 

11 

4.2 

81 

31.0 

The  treatment  situation  of  those  hypertensives  not 
under  treatment  at  the  time  of  screening  six  months 
after  the  initation  of  treatment  is  shown  in  Table  4.  The 
drop-out  rate  was  9 %;  adequate  treatment  was  being 
received  by  50  % of  the  patients.  If  the  criterion  for 
adequacy  of  treatment  is  defined  as  a diastolic  reading 
of  <95mmHgor  <100  mm  Hg,  such  treatment  was 
being  received  by  76  % and  82  %,  respectively. 


TABLE  IV 

Treatment  situation  in  male  hypertensives  aged  35-49 
who  were  not  under  treatment  at  the  time  of  the 
screening  and  who  were  cared  for  by  a health  centre  in 
central  Finland,  6 months  after  the  initiation  of 
treatment. 


Treatment  situation N % 

Sustained  hypertension 
Of  these. 

a)  subjects  under  adequate 
treatment  (diastolic 
pressure  < 90  mmHg*) 

b)  subjects  under  inade- 
quate treatment  (diast. 
pressure  ^ 90  mmHg) 

c)  drop-outs 

* diastolic  pressure  < 90  mmHg  = 64  = 51  % 
diastolic  pressure  < 95  mmHg  = 97  = 76% 
diastolic  pressure  < 1 00  mmHg  = 104  = 82% 

Table  5 shows  the  treatment  situation  of  those 
patients  who  were  already  under  treatment  at  time  of 
the  screening,  three  months  after  their  examination  by 
the  research  physician.  The  figures  in  the  table  refer, 
not  to  the  original  total  of  134  individuals  under 
treatment,  but  to  the  1 25  patients  who  were  still  alive  at 
the  time  of  the  follow-up  and  whose  treatment  had  been 
provided  through  the  health  centre.  Thus,  the  six 
individuals  who  were  receiving  treatment  somewhere 
else  than  the  health  centre  at  the  time  of  the  screening 
and  who  wanted  to  continue  that  treatment 
relationship,  and  the  three  persons  who  had  died  by  the 
time  of  the  ^ollow-uo,  were  excluded  from  the  figures 


127  100 


64 

50.4 

115 

5J_ 

40^ 

12 

9.4 

One  had  died  from  myocardial  infarction,  one  from 
cirrhosis  of  the  liver  and  one  from  thrombosis  of  a 
mesenteric  vein.  The  difference  in  the  length  of  the 
follow-up  periods  between  Tables  4 and  5 is  due  to  the 
fact  that  the  research  physicians  dealt  first  with  the 
untreated  and  only  then  with  the  treated  cases. 

As  can  be  seen  from  Table  5,  for  nearly  one  half  (49  %) 
of  the  patients  already  under  treatment  at  time  of  the 
screening  the  treatment  being  received  at  the  time  of 
the  follow-up  was  adequate  (diastolic  pressure  <• 
90  mm  Hg),  while  two  patients  had  dropped  out  of 
treatment. 

If  we  take  into  account,  out  of  the  total  of  1 34  patients 
receiving  treatment  at  the  time  of  the  screening,  only 
those  1 25  individuals,  shown  in  Table  5,  who  were  still 
alive  at  the  time  of  the  follow-up  and  who  had  received 
their  treatment  in  the  health  centre,  the  proportion  of 
those  under  adequate  treatment  is  seen  to  have  almost 


TABLE  V 


Treatment  situation  in  male  hypertensives  aged  35-49 
who  were  already  under  treatment  at  the  time  of  the 
screening  and  who  were  cared  for  by  a health  centre  in 
central  Finland,  3 months  after  intensification  of 
treatment* 


Treatment  situation 

Intensification  of  treatment 
begun  in  the  health  centre  or 
adequate  treatment 
continued 
Of  these: 

a)  subjects  under  adequate 
treatment  (diastolic 
pressure  <90  mmHg**) 

b)  subjects  under  inade- 
quate treatment  (diastolic 
pressure  < 90  mmHg) 

c)  drop-outs 


N 


125 


% 


100 


48.8 


98.4 


49^ 

1.6 


* 9 subjects  excluded  from  thefigures;  6 oftheseundertreatmentout- 
side  the  health  centre  and  3 dead 
**  diastolic  pressure  <90  mmHg  = 61  = 49% 
oiastolic  pressure  95  mmHg  = 93  = 74% 

•:fiastolic  pressure  < ’ 00  mrr^c  = '0^  = 83°ó 
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tripled  between  the  screening  phase  and  the  follow-up. 
All  in  all,  the  proportion  of  those  under  adequate 
treatmentihadlincreased  over  fivefold  (from  9 % to  50  %) 
and  the  proportion  of  drop-outs  had  fallen  by  one  third 
(from  9 % to  6 %),  among  the  252  men  out  of  the  total  of 
261  subjects  found  to  be  hypertensives  at  screening 
who  were  still  alive  at  the  time  of  the  follow-up  and 
whose  treatment  had  been  begun  or  continued  in  the 
health  centre. 


Discussion 

The  results  of  this  study  show  that  the  proportion  of 
hypertensives  under  adequate  treatment  among  the 
population  cared  for  by  the  Finnish  community  health 
centres  is  still  surprisingly  small.  Only  one  half  of  the 
middle-aged  male  hypertensives  examined  were  under 
treatment,  and  even  of  these,  the  treatment  was 
adequate  for  a mere  one  fifth.  Yet  it  is  precisely  male 
hypertensives  who  should  be  treated  effectively,  since 
their  prognosis  is  poorer  than  that  for  women.  ^ 

When  the  treatment  situation  found  in  the  present 
study  is  compared  with  that  found  for  a health  centre  in 
southwestern  Finland  in  1973,  it  can  be  seen  that  the 
treatment  situation  for  hypertensive  men  has  hardly 
improved  at  all.® 

Yet  in  Finland,  as  in  other  countries,  much  attention 
has  been  devoted  during  the  last  ten  years  to 
hypertension  and  its  treatment.  In  1977  a commitee 
report  concerning  hypertension  — its  prevention, 
identification  and  treatment  arrangements  — was 
published  by  the  Ministry  of  Social  Affairs  and  Health; 
there  has  also  been  a great  deal  of  literature  on 
hypertension,  aimed  at  physicians,  published  by  the 
Finnish  Association  for  Heart  Diseases  and  other 
organizations, as  well  as  for  instance  by  the 
pharmaceutical  industry  in  Finland  and  elsewhere,  who 
have  also  organized  numerous  seminars  and  other 
forms  of  education  and  information  on  the  subject.  The 
Finnish  Association  for  Heart  Diseases  has  furthermore 
produced  a number  of  audiovisual  educational 
"packages"  for  health-care  personnel,  hypertensive 
patients  and  the  general  public. 

Pronounced  obesity  is  a risk  factor  in  many  diseases. 
The  occurrence  of  elevated  blood  pressure,  for  instance, 
increases  with  obesity.®  Nearly  two  thirds  of  the 
hypertensive  subjects  of  the  present  study  had  at  least 
1 0 % excess  weight  and  one  hypersentive  out  of  six  had 
30  % more  excess  weight.  When  this  finding  is 
compared  with  the  figures  for  the  entire  Finnish!  popu- 
lation, it  can  be  noted  that  excess  weight  of  1 0 % orjmore 
w;as  twice  as  common,  and  one  of  30  % or  more  almost 
six  times  as  common,  in  the  present  hypertensive 
subjects  as  in  the  general  male  population  of  the  same 
age.’®  In  the  screening  phase, difference  in  obesity 
were  not  found  between  treated  and  untreated  men. 
Health  education  aiming  at  reducing  the  occurrence  of 
obesity  and  thereby  at  lowering  blood-pressure  levels 
has  thus  not  really  led  to  any  good  results  among  our 
hypertensives.  There  is  still  much  work  to  be  done  in 
motivating  the  patients  for  the  overall  treatment  of 
hypertension  and  useful  health-educational  methods 


aiming  at  reducing  obesity  shoul  be  rapidly  developed. 

With  regard  to  smoking,  the  findings  are  considerably 
better.  While  almost  42  % of  the  hypertensives  not 
receiving  treatment  were  regular  smokers,  the 
corresponding  figure  for  those  already  under  treatment 
was  26  %.  The  difference  is  due  to  the  large  proportion 
of  treated  than  of  untreated  subjects  who  had  given  up 
smoking,  suggesting  that  the  warnings  by  physicians 
have  not  been  futile. 

It  has  been  shown  conclusively  that  the  compliance  of 
hypertensives  with  therapeutic  regimens  can  be 
improved  by  certain  simple  organizational  and 
administrative  measures.”  In  a treatment  trial 

based  on  randomization,  it  was  demonstrated  by  Takala 
and  his  co-workers  that  the  number  of  patients  dropping 
out  of  treatment  within  one  year  could  be  reduced  in  a 
health-centre  setting  from  19  % (under  an  ordinary 
treatment  system)  to  4 % (using  an  improved  treatment 
system).  In  the  1979  study,  Takala  and  his  colleagues 
made  use  of  the  same  simple  methods  as  in  the  present 
study,  i.e.  intensified  health  education,  precise 
appointments  in  each  individual  case,  and  invitation  by 
letter  of  any  patient  who  missed  his  appointment. 

Good  compliance  with  the  treatment  regimen  is  the 
result  of  succesful  cooperation  between  two  equally 
important  participants,  the  patient  and  the  physician. 
The  studies  referred  to  above  have  shown  that 
measures  taken  on  behalf  of  the  patient  bear  fruit  in  the 
form  of  improved  compliance;  this  has  naturally 
resulted  in  an  effort  to  develope  ways  of  improving  and 
maintaining  treatment  motivation  and  knowledge  about 
hypertension  in  the  other  participant  in  compliance,  the 
physician,  as  well.  Inui  et  al.  showed  that  the  patients' 
blood-pressure  levels  and  compliance  with  treatment 
regimens  canbe  influenced  favourably  by  even  short- 
term tutorial-type  training  directed  to  physicians. But 
how  to  get  as  many  physicians  as  possible  to  adopt  the 
knowledge  available  about  hypertension  has  remained 
so  far  an  unsolved  question. 

One  objective  of  the  present  research  project  has 
been  to  find  out  whether  it  is  possible  to  effectively 
increase  treatment  motivation  and  knowledge  of 
hypertension  on  the  part  of  physicians,  and  to  bring 
about  greater  consistency  in  their  treatment  practices; 
and,  furthemore,  whether  the  overall  treatment  of 
hypertensive  patients  can  thus  be  improved  in  a health- 
centre  setting  through  the  system  of  having  a physician 
supervising  hypertension  treatment. 

The  research  design  is  based  on  a comparision 
between  two  neighbouring  health  centres,  the  one 
being  used  as  the  trial  health  centre  and  the  other  as  a 
control.  Since  the  trial,  w hich  will  be  continued  for  at 
least  one  year,  is  still  in  progress,  the  present  report  has 
dealt  only  with  those  resultslwhich  concern  treatment 
visits  by  hypertensives  at  the  trial  health  centre  over  a 
treatment  period  of  three  to  six  months.  The  treatment 
behaviour  of  the  control  health  centre  patients,  who  are 
using  (or  not  using)  the  health-care  services  offered 
largely  on  their  own  initiative,  prompted  only  by  a letter 
advising  them  to  seek  treatment,  could  not  yet  in  this 
phase  be  investigated  due  to  the  risk  of  tampering  with 
the  research  desing. 
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At  present  it  can  already  be  noted  that  *he 
supervising-physician  system  makes  possible 
considerable  improvement  in  the  treatment  of 
hypertensive  patients,  at  least  over  a short  period;  this 
was  seen  for  example  in  the  threefold  increase  in  the 
number  of  patients  under  adequate  treatment  foun 
among  those  already  under  treatment  at  the  time  of  the 
screening. 

The  number  of  patients  who  dropped  out  of  treatment 
was  somewhat  higher  in  the  present  study  than  in  the 
Finnish  study  referred  to  above.’^  |t  is  difficult,  however, 
to  draw  reliable  comparison  between  these  two  studies 
due,  for  instance,  to  the  many  differences  between  the 
samples. 

Time  will  show  whether  the  interest  of  health-centre 
physicians  in  the  treatment  of  hypertensive  patients  can 
be  sustained  and  whether  this  in  turn  will  lead  to  long- 
term or  permanent  improvement  in  the  overall 
treatment  of  hypertensives.  If  so,  the  further  education 
of  physicians  and  supplementary  training  programs  on 
hypertension  should  be  directed  in  particular  to  those 
physicians  responsible  for  the  .supervision  of 
hypertension  treatment,  since  the  assets  thus  invested 
would  return  optimal  interest. 

Conclusions 

The  results  of  the  present  trial,  aimed  at  elucidating 
and  improving  the  treatment  situation  of  hypersentives, 
show  that  — within  the  domain  of  the  Finnish 
community  health  centres — it  continues  to  be 
unsatisfactory.  Only  one  half  of  the  male  hypertensives 
were  receiving  treatment,  and  of  these,  the  treatment 
was  adequate  in  only  one  case  out  of  five. 

Obesity  turned  out  to  be  common  among 
hypertensives.  Obesity  of  10  % or  more  was  twice  as 
common  (63  %)  and  that  of  30  % or  more  six  times  as 
common  (1 6 %)  in  our  subjects  as  in  the  general  middle- 
aged  male  population  in  Finland.  There  were  no 
differences  worth.noting  in  obesity  between  treated  and 
untreated  cases. 

With  respect  to  smoking  there  was  a clear  difference 
in  favour  of  the  hypertensives  receiving  treatment, 
among  whom  only  one  in  four  was  a regular  smoker, 
while  the  corresponding  figure  for  untreated 
hypertensives  was  42  %. 

Within  a short  time  the  improved  supervising 
physician|based  treatment  system  could  be  seen  to  have 
led  to  ifavourable  results  in  the  treatment  of 
hypertensive  community  health  centre  patients.  The 
proportion  of  those  receiving  adequate  treatment 
among  subjects  already  under  treatment  prior  to  the 
screening,  for  instances,  had  become  threefold  within  a 
few  months. 


RESUMEN:  Este  estudio  informa  los  resultados  de 
una  investigación  epidemiológica  sobre  hipertensión. 

Se  utiliza  un  centro  de  salud  comunal  finlandés  donde 
el  médico  hace  una  supervisión  estrecha  del  paciente. 

Se  encontró  que  sólo  la  mitad  de  los  varones 
hipertensos  del  estudio  estaban  recibiendo 
tratamiento  y en  muy  pocos  de  los  que  recibían  j 


terapia  seta  era  adecuada.  Era  común  entre  los 
hipertensos  la  obesidad  y el  hábito  de  fumar. 

Se  espera  que  este  sistema  basado  en  la  supervisión 
médica  directa  conduzca  a resultados  favorables  para 
el  tratamiento  adecuado  de  los  hipertensos  en  los 
centros  de  salud  comunal  del  país. 
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La  Emerlencia 
De  "El  Mango": 
Un  Modelo  De 
Salud  Primaría 
Para  Una 
Comunidad 

Herman  G.  Stubbe,  M.D. 

RESUMEN: 

El  Programa  de  Residencia  de  Medicina  de  Familia 
de  la  Uniersidad  de  Puerto  Rico  desarrolló  una  estra- 
tegia para  llevar  la  salud  al  nivel  primario  de  una 
comunidad  en  Puerto  Rico.  Al  completar  tres  años  la 
experiencia  en  la  comunidad  El  Mangó  ha  demostra- 
do que  existen  los  conocimientos,  destrezas  y 
actitudes  para  cumplir  este  objetivo. 


El  problema  principal  de  servicios  de  salud  en  Puerto 
Rico  al  igual  que  en  el  mundo  entero  es  el  cuidado  de 
salud  a nivel  primario.  El  Programa  de  Residencia  en 
Medicina  de  Familia  de  la  Universidad  de  Puerto  Rico  ha 
demostrado  que  la  Medicina  de  Familia  es  una  alterna- 
tiva que  satisface  las  necesidades  de  salud  de  una 
comunidad  puertorriqueña. 

La  hipótesis  con  la  cual  desarrolló  el  programa  de 
entrenamiento  de  médicos  de  familia  responde 
directamente  a las  necesidades  de  mejorar  el  cuidado 
de  salud  primario. Esta  es  el  adiestrar  médicos  a servir  a 
familias  a nivel  primario  en  sus  comunidades  resolverá 
el  problema  de  llevar  -la  salud  hasta  las  comunidades 
puertorriqueñas. 


Ditector  Departamento  de  Medicina  de  Familia 
Escuela  de  Medicine 
Universidad  de  Puerto  Rico 
Rh  Piedras,  Puerto  Rtco 


Metodología 

El  Programa  de  Residencia  en  Medicina  de  Familia 
utiliza  varios  talleres  de  adiestramiento  en  los  diferen- 
tes niveles. 

Nivel  Primario:  En  la  comunidad:  Centrode  Educación 
en  Salud  de  El  Mangó. 

En  el  pueblo.  Centro  de  Medicina  de  Familia  en 
Juncos.  Centro  de  Medicina  de  Familia  en  Caguas. 

Nivel  secundario  y terciario:  Hospital  Regional  de 
Caguas. 

Nivel  Supra-terciario:  Centro  Médico  de  Puerto  Rico. 

El  médico  residente  en  Medicina  de  Familia  ofrece 
continuidad  de  cuidado  a todos  los  niveles.  Dependien- 
do del  problema  que  tenga  el  paciente,  él  manejará  el 
problema  sólo  o con  ayuda  de  un  consultor,  o él  ayudará 
al  sub-especialista  en  el  manejo  del  probelma 
particular.  Durante  este  cuidado,  la  relación  médico- 
paciente  continuará  independientemente  del  nivel  o 
lugar  donde  se  encuentre  el  paciente.  Esto  promueve  el 
mejor  uso  de  recursos,  ya  que  el  médico  de  familia 
cuenta  con  mucha  información  acerca  del  paciente  la 
cual  evitará  duplicidad  de  pruebas  o estudios,  además 
de  bajar  la  ansiedad  que  siente  el  paciente  y su  familia 
ante  una  enfermedad  y su  tratamiento.  En  fin,  el  médico 
de  familia  acerca  al  paciente  al  sistema  de  salud. 

Al  nivel  comunitario  y familiar,  el  médico  residente 
fomenta  que  sus  pacientes  asuman  la  responsabilidad 
de  su  salud.  Esto  lo  hace  ayudando  a la  comunidad  a 
identificar  sus  problemas  de  salud  y sirviendo  de 
recurso  a la  misma  para  solucionarlos.  En  consonancia 
con  el  objetivo  de  que  cada  persona  asuma  responsa- 
bilidad por  su  salud,  el  médico  residente  ayuda  a las 
comunidades  a planificar  y coordinar  sus  propias 
actividades  sin  tomar  el  liderato  de  la  organización  de 
éstas. 

RESULTADOS 

En  la  comunidad  El  Mangó,  la  cual  consiste  de  aproxi- 
madamente 800  familias  de  escasos  ingresos  en  un 
sector  agrícola,  el  programa  de  residencia  ha  logrado  en 
tres  años: 

1 . La  plena  aceptación  del  equipo  de  salud  y de  los 
servicios  que  se  prestan  por  parte  de  los  miem- 
bros de  la  comunidad. 

2.  Concientización  de  la  comunidad  sobre  la  impor- 
tancia de  la  participación  ciudadana  en  la  presta- 
ción de  sus  propios  serviciosdesaludy  la  respon- 
sabilidad que  ésto  conlleva.  El  proyecto  se  ha 
convertido  en  tema  de  mayor  interés  para  los 
residentes  que  participan  en  el  mismo  al  punto 
que  viene  a llenar  en  ellos  una  necesidad  sqcíal  y 
sirve  a la  vez  de  terapia,  tanto  para  adultos  como 
para  los  jóvenes. 
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3.  El  comienzo  de  cambios  en  el  estilo  de  vida  de  la 
comunidad  hacia  hábitos  más  saludables  de  ali- 
mentación y ejercicios. 

4.  Incorporación  de  voluntarios  de  otras  agencias  al 
trabajo  en  la  comunidad  tales  como;  psicólogo  de 
comunidad  y voluntarios  del  Programa  VISTA. 

5.  Disminución  en  el  costo  de  servicios  médicos  de 
calidad  para  la  comunidad  pues  al  tener  concien- 
cia de  la  responsabilidad  por  su  propia  salud,  la 
comunidad  está  ayudando  a costear  pruebas  de 
laboratorios  que  no  están  disponibles  en  el  siste- 
ma público  de  salud  hasta  el  momento. 

6.  El  desarrollo  de  una  facilidad  que  la  comunidad 
usará  como  centro  para  desarrollar  programas 
educativos  sobre  salud  que  estén  al  alcance  de 
todos  y financiados  por  ellos  mismos. 

7.  La  integración  de  jóvenes  y adultos  participando 
activamente  para  mejorar  su  comunidad  y resol- 
ver los  problemas  de  la  misma. 

8.  La  oportunidad  del  equipo  de  salud  para  desarro- 
llarse como  tal  y trabajar  para  mejorar  sus  técni- 
cas de  intervención  dada  la  dificultad  de  integrar 
profesionales  de  distintas  disciplinas  con  dife- 
rentes trasfondos  educativos. 

9.  El  haber  tenido  participando  una  estudiante  de 
Educación  en  Salud  de  la  Universidad  de  Califor- 
nia, Srta.  Bertha  Rodríguez, quienintegró a la  po- 
blación joven  de  la  comunidad  a trabajar  para  el 
proyecto.  Evidencia  de  su  labor  ha  sido  los  grupos 
de  ejercicios  rítmicos  que  se  reunían  en  la  comu- 
nidad, las  charlas  sobre  higiene  personal  que 
fueron  ofrecidas  por  ella,  y lograr  que  la  comuni- 
dad tuviera  su  reina  juvenil  para  las  fiestas  de 
inauguración  del  Centro.  Dicha  reina  fue  seleccio- 
nada a base  del  númerode  personas  que  ella  moti- 
vó a trabajar  en  las  labores  de  restauración  de 
nuestro  Centro  de  Educación. 

1 0.  Grupos  de  profesionales  de  otras  áreas  de  Puerto 
Rico  y Latinoamérica  han  visitado  el  Proyecto  con 
el  propósito  de  conocerlo  mejory  tomar  ideasque 
puedan  desarrollar  en  sus  respectivos  núcleos. 

1 1 . La  integración  de  otros  profesionales  de  la  salud 
al  equipo  de  salud  del  Proyecto  que  en  sus  co- 
mienzos contaba  con  dos  (2)  médicos  y dos  (2)  es- 
tudiantes de  educación  en  salud.  Hoy  día  cuenta 
con  tres  (3)  médicos,  una  educadora  en  salud, 
una  trabajadora  social,  y una  psicóloga  clínica. 
Estos  se  han  constituido  en  una  Junta  Consultiva 
de  Asuntos  de  la  Comunidad. 

1 2.  La  integración  del  grupo  de  líderes  para  trabajar 
con  la  población  envejeciente  de  la  comunidad. 

13.  La  ventaja  de  tener  una  comunidad  organizada 
que  facilite  el  que  los  residentes  del  Programa  de 
Medicina  de  Familia  puedan  realizar  estudios  de 
investigación  e intervención  en  la  comunidad 
que  redunde  en  beneficio  de  la  misma,  por  ejem- 
plo, los  estudios  de  bilharzia  y tuberculosis. 

1 4.  El  tener  una  Junta  Directiva  de  la  comunidad  pa- 
ra el  Centro  de  Educación  en  Salud  del  Mangó 
que  asume  plena  responsabilidad  por  la  solución 
de  los  problemas  de  salud  de  ésta. 

15.  El  cue  el  Centro  de  Educación  en  Salud  se  esté 


utilizando  efectivamente  como  núcleo  desde  el 
cual  se  desarrollan  todas  las  actividades  de  salud 
de  la  comunidad. 

1 6.  Haber  tenido  la  colaboración  de  tres  (3)  estudian- 
tes del  Programa  de  Maestría  de  Educación  en 
Salud  para  realizar  una  encuesta  de  identifica- 
ción a líderes  en  sectores  de  la  comunidad 
los  cuales  todavía  no  se  había  logrado  integrar  al 
Proyecto. 

1 7.  Haber  logrado  el  respaldo  de  los  ministros  de  to- 
dos los  sectores  religiosos  de  esta  comunidad 
que  es  muy  devota,  ha  permitido  un  mayor  envol- 
vimiento de  los  miembros  de  la  comunidad  en  las 
actividades  del  Proyecto. 

Una  descripción  detallada  del  proceso  para  llegar  a 
estos  logros  puede  obtenerse  del  Departamento  de 
Medicina  de  Familia.’ 

DISCUSION 

Fortunato  Vargas  Tentori  resumió  en  el  1981  los  pro- 
blemas que  impiden  llevar  en  forma  efectiva  la  salud  a la 
comunidad: 

1.  No  hay  mecanismos  operacionales  que  permitan 
la  participación  de  la  comunidad  en  coordinar  sus 
servicios  de  salud. 

2.  No  existe  coordinación  efectiva  entre  todas  las  ins- 
tituciones que  proveen  salud. 

3.  Existen  barreras  culturales  entre  los  miembros  de 
las  comunidades  servidas  y las  instituciones  que  la 
sirven. 

4.  El  desarrollo  de  recursos  humanos  no  responde  a 
las  necesidades  de  los  servicios  necesarios  ni  res- 
ponde a las  necesidades  de  la  comunidad. 

5.  No  se  sabe  como  hacer  que  la  comunidad  participe 
efectivamente  para  poder  mejorar  los  servicios. 

6.  Deficiencias  administrativas  no  dejan  que  se 
satisfaga  las  necesidades  operacionales  de  las 
comunidades. 

7.  La  austeridad  económica  no  deja  que  se  implanten 
las  estrategias  para  llevar  la  salud  a lacomunidad.^ 

El  Programa  de  Residencia  en  Medicina  de  Familia  ha 
superado  muchos  de  estos  problemas  por  las  siguientes 
razones.  Primeramente,  la  actitud  que  permeó  al  equipo 
de  salud  era  la  de  no  imponer  sus  ideas  sobre  la  comuni- 
dad. En  segundo  lugar,  el  ser  humanotiene  la  capacidad 
de  integrase  a una  labor  de  equipo  cuando  las  metas  son 
claras  y establecidas  por  el  propio  grupo.  Esto  permitió 
la  formalización  de  una  Junta  Directiva  del  Centro  de 
Educación  en  Salud  que  podría  coordinar  de  forma 
efectiva  los  recursos  disponibles.  Finalmente,  no  se 
hubiese  logrado  nada  sin  el  compromiso  del  equipo  de 
salud  familiar  con  sus  pacientes,  y por  ende,  con  la 
comunidad  en  que  viven. 

El  modelo  que  hemos  desarrollado  en  Juncos  respon- 
de directamente  a las  necesidades  de  la  comunidad 
usando  los  recursos  ya  existente  en  la  Universidad  de 
Puerto  Rico.  Entre  estos  figuran  estudiantes  de  Medici- 
na, de  Educación  en  Salud,  de  Psicología  y de  Farmacia, 
y médicos  residentes  en  Medicina  de  Familia  y su 
facultad.  Todos  ellos  se  encuentran  trabajando  en 
equipo  para  satisfacer  las  necesidades  de  servicios  de 
una  comunidad. 
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Para  satisfacer  las  necesidades  de  todas  las  comuni- 
dades en  Puerto  Rico  y así  llevar  la  salud  a todo  el 
pueblo,  tendríamos  que  aumentar  el  adiestramiento  del 
recurso  humano  más  solicitado  por  los  centros  prima- 
rios: el  médico  de  familia.  He  aquí  el  principal  problema 
que  todavía  no  hemos  podido  superar,  cómo  aumentar 
la  producción  de  médicos  de  familia  sin  aumentar  el 
presupuesto  del  gobierno  que  se  encuentra  con  un  serio 
problema  económico.  Las  alternativas  incluyen  dejar  el 
desarrollo  en  manos  privadas  o relocalizar  fondos  de 
programas  menos  necesarios  para  llenar  las 
necesidades  de  salud  de  las  comunidades.  Porque  la 
mayoría  de  fondos  se  encuentran  al  nivel  terciario  de 
salud,  esta  segunda  alternativa  requiere  un  reajuste  de 
prioridades  y un  compromiso  con  la  salud  primaria. 

Todos  los  miembros  de  la  Organización  Mundial  de  la 
Salud  se  reunieron  en  sept,  de  1978  en  Alma  Ata 
( UiR  S S)  para  declarar  su  compromiso  de  llevar  salud  a 
todos  en  el  año  2000  a través  del  desarrollo  de  cuidado 
de  salud  primario.  El  Cuidado  de  Salud  Primario  es 
dirigido  hacia  los  problemas  principales  de  la  comuni- 
dad promoviendo  la  salud  y proveyendo  servicios  pre- 
ventivos al  igual  que  curativos  y rehabilitativos.  De 
acuerdo  a Vargas  Tentori,  la  estrategia  para  llevar  cui- 
dado de  salud  primario  es  llenar  a los  individuos  y las 
comunidades  de  confianza  en  su  habilidad  de  resolver 
problemas  de  salud  que  estén  a su  alcance  y guiarlos  en 
el  uso  efectivo  de  recursos  externos  provistos  por  agen- 
cias públicas  y privadas.  La  estrategia  tiene  como 
método  el  uso  de  acciones  simples,  efectivas  y de  bajo 
costo  aceptables  para  la  comunidad  y diseñadas  a 
prevenir  enfermedades  y promover  y restaurar  la  salud. 
Si  estas  acciones  no  se  toman,  el  resultado  es  un  cuida- 
do de  salud  a un  nivel  más  "alto  y más  costoso,  que  a la 
larga  agotará  todos  los  recursos  que  tiene  un  país  para 
llevarle  la  salud  a todo  el  pueblo. ^ 

CONCLUSION 

La  falta  de  tecnología  y conocimientos  de  como  llevar 
la  salud  al  nivel  primario  hasta  las  comunidades  noesel 
gran  obstáculo  para  lograr  el  mandato  de  Alma  Ata. 

El  programa  de  Residencia  en  Medicina  de  Familia  de 
la  Universidad  de  Puerto  Rico  ha  demostrado  clara- 
mente que  Puerto  Rico  puede  llevar  la  salud  a todos  en 
el  año  2000  si  aumenta  la  producción  de  médicos  de  fa- 
milia para  que  cada  familia  puertorriqueña  tenga  su 
médico  de  familia. 

SUMMARY 

The  University  of  Puerto  Rico  Family  Practice 
Graduate  Residency  Program  developed  a strategy 
for  improving  primary  health  care  in  puertorrican 
community.  After  three  years  in  the  Mangó 
C ommunity,  our  experiencia  has  clearly 
demonstrated  the  technology  for  implementing  this 
primary  care  strategy. 
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HEALTH  TIPS 

First  Aid  Readiness 
Vital  to  Home  Safety 


Knowing  how  to  give 
first  aid  for  an  illness  or 
injury  is  an  important 
aspect  of  home  safety. 

Keep  a first  aid  guide 
handy  so  that  you  will 
know  how  to  use  home 
medical  supplies  safely  and 
effectively.  The  AMA's 
Handbook  of  First  Aid 
and  Emergency  Care  is  a 
good  resource. 

If  possible,  arrange  for 
first  aid  training  for  the 
adults  and  older  children  in 
your  family.  The  American 
Red  Cross  offers  classes  in 
many  communities;  check 
your  local  chapter. 

A family  medical  chart 
can  provide  vital  informa- 
tion on  each  family  mem- 
ber that  you,  doctors  and 
paramedics  may  need  in  an 
emergency,  such  as  known 
allergies  and  vaccination 
dates.  List  important 
emergency  telephone  num- 
bers as  well,  including 
your  doctor,  emergency 
medical  service  or  ambu- 
lance service,  and  the 
nearest  hospital. 

Knowing  the  best  route 
to  the  nearest  hospital  can 


save  critical  minutes  when 
an  ambulance  or  paramedic 
team  is  not  available  and 
you  must  drive  yourself  or 
a victim  to  the  hi)spital 

Emergency  medical 
identification,  such  as  a 
bracelet,  necklace  or  wallet 
card,  could  help  to  save 
your  life  if  you  are  unable 
to  speak  because  of  uncon- 
sciousness or  a serious 
accident.  This  identifica- 
tion is  especially  important 
for  people  w ho  have  condi- 
tions such  as  diabetes, 
epilepsy,  glaucoma,  or 
hemophilia,  or  who  have 
allergic  reactions  to  certain 
medications  or  to  insect 
stings. 

An  emergency  medical 
l .D.  bracelet  or  necklace  is 
generally  better  than  a card 
because  it  is  more  visible. 
Ask  your  doctor,  hospital 
emergency  room  or  local 
medical  association  where 
they  may  be  ordered. 

Meanwhile,  you  can 
make  your  own  emergency 
medical  information  cards 
for  yourself  and  each  mem- 
ber of  your  family.  Include 
name,  address,  telephone 
number,  relative’s  name 
and  number,  doctor’s  name 
and  number,  vaccination 
dates,  any  serious  medical 
conditions,  medication 
taken  regularly,  allergies 
and  any  other  important 
information. 
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‘WEDICAL  ACCOUNTING  PLUS 
WORD  PROCESSING  FOR  UNDER! 
$6^0a  FROM  COMMODORE.” 


—WILLIAM  SHATNER 


The  symptoms  are  common.  Missing  receipts. 
Overdue  invoices.  Neglected  insurance  forms.  And, 
worst  of  all,  a lot  of  precious  time  spent  on  paperwork' 
that  could  otherwise  be  devoted  to  patient  care . i 

The  cure:  A Commodore  desktop  computer.  In-  1 
eluding  disk  drive,  letter  quality  printer,  and  complete 
medical  accounting  and  word  processing  systems . | 

For  a modest  investment,  you  get  all  the  features  of  a I 
sophisticated  and  versatile  business  computer  that  can 
do  virtually  all  your  paperwork  in  a fraction  of  the 
time  it  takes  you  now. 

Commodore’s  Medical  Accounting  System 

(MAS)*,  for  example,  can  provide  you  with  a fast, 
flexible  accounting  and  bookkeeping  system  that’s  as 
easy  to  use  as  it  is  cost  effective . Automating  your 
receivables,  invoicing,  aging  of  payables,  and  re- 
venue analyses.  MAS  can  also  generate  end-of-the 
month  “Superbills”  as  well  as  standard  insurance  and 
Medicare  forms . And  it  gives  you  a thorough  over- 
view of  your  office  activities  through  a series  of 
reports  ranging  from  diagnostics  to  referrals. 

And  with  our  word  processing  programs,  your 
Commodore  computer  is  versatile  enough  to  be  used 
whenever  you’d  normally  use  a typewriter.  For 
memos.  Reports.  Correspondence.  Proposals.  In 
seconds,  you  can  delete,  insert,  rearrange  para- 
graphs, even  revise  as  many  times  as  necessary.  With' 
no  time  wasted  typing  multiple  drafts. 

If  all  that  time  saved  on  paperwork  is  used  to  take 
on  additional  patients,  just  think  how  quickly  your 
Commodore  computer  will  pay  for  itself,  many 
times  over. 


Your  Commodore  computer  can  be  expanded  to 

meet  the  needs  of  a growing  office.  And  Commodore 
dealers  throughout  the  country  offer  prompt  local  j 
service.  Visit  your  Commodore  dealer  for  a hands-on 
demonstration  of  the  Commodore  computer  that  does 
so  much,  so  easily,  at  such  a low  cost. 


I Medical  Accounting  System  was  created  by  Cimarron  Corp. 


Address 


Commodore  Computer  Systems 

681  Moore  Road,  King  of  Prussia,  PA  19406 

□ Please  send  me  more  information  on  the  MAS  System. 
Name 


Phone 


S commodore 

' COMPUTER 


MEDICINA 
AL  DIA 


Medicina 
al  día 


Uso  Práctico  De 
Las  Pruebas  De 
Función  Puimonar 


PARTE  I 

En  la  última  década  la  sofisticación  tecnológica  con- 
cerniente al  equipo  para  medir  la  función  pulmonar  a lle- 
gado a niveles  extraordinarios.  Cada  día  que  pasa,  estos 
instrumentos  se  refinan  y se  añaden  pruebas  valiosas 
para  el  diagnóstico  yseguimientode pacientes condife- 
r.entes  enfermedades  respiratorias.  El  acoplamiento  de 
las  computadoras  a los  espirómetros  ha  permitido  anali- 
zar parámetros  de  función  de  aerovías  grandes  y peque- 
ñas en  cuestión  de  segundos.  Hoy  en  día  se  considera 
mala  práctica  médica  el  no  practicar  estas  pruebas  en 
pacientes  con  enfermedades  del  aparato  respiratorio 
donde  estén  indicadas. 

El  propósito  de  este  artículo  es  proveerle  al  clínico  de 
cualquier  especialidad  una  guía  sobre  las  indicaciones, 
uso  e interpretación  de  estas  pruebas  valiosiísimas.  No 
se  pretende  analizar  todas  las  pruebas  disponibles,  sino 
las  más  importantes  para  la  enfermedad  específica  en 
cuestión. 

TIPOS  DE  INSTRUMENTOS 

Existen  en  la  actualidad  tres  tipos  de  espirómetros 
básicos,  estos  son.  1 ) el  de  agua  (Fig.  1 ),  2)  el  seco(Fig.  2) 
y 3)  el  electrónico.  El  más  preciso  y el  prototipo  de  los 
demás  es  el  primero,  una  campana  invertida  con  sello 
de  agua.  El  funcionamiento  es  sencillo  y consiste  en  el 
desplazamiento  hacia  arriba  de  la  campana  según  va 
entrando  el  aire  a su  interior.  Adherida  a la  campana 
hay  una  pluma  que  escribe  el  trazado  en  un  tambor  que 
revoluciona  lentamente.  El  tubo  de  la  exhalación  tiene 
un  diámetro  grande  lo  cual  provee  que  la  resistencia  al 
flujo  de  aire  por  su  interior  sea  mínima. 


Ivén  León.  M.D.  F C CP 
Profesor  y Jete 
Departamento  Medrctna 
Escuela  de  Medrctna  de  Cayey 


El  segundo  tipo  de  instrumento  es  el  seco.  Este  es 
básicamente  una  bolsa  en  forma  de  acordeón,  que  a 
medida  que  se  infla  con  el  aire  exhalado  por  el  paciente, 
inscribe  un  trazado  típico  en  un  papel.  Este  papel,  al 
igual  que  el  que  usa  el  primer  modelo,  está  calibradofen 
tiempo  (en  eje  horizontal)  y en  volumen  (en  eje  vertical). 


FIG.  2 — Espirómetro  de  Fuelle,  tipo  seco. 


El  espirómetro  electrónico,  generalmente  consiste  de 
una  barra  pequeña  caliente  que  se  enfría  al  pasar  el  aire 
relativamente  frío  de  la  boca  del  paciente.  Los  cambios 
en  temperatura  en  la  varilla  son  traducidos  al  circuito 
electrónico  que  inscribe  en  el  reloj  digital  el  volumen 
expirado  por  el  paciente. 


FIG.  3 — Espirograma  Convencional  (volumen-tiempo) 


A los  espirómetros  arriba  descritos  se  les  puede 
acoplar  un  dispositivo  especial  que  integra  la  velocidad 
del  aire  exhalado  (flujo,  el  litros/minuto)  y el  volumen 
exhalado.  De  esta  manera  tenemos  un  trazado  flujo- 
volumen  que  nos  es  útil  para  analizar  el  flujo  en 
aerovías  altas  y en  aerovías  bajas. 

APLICACIONES  DE  LAS  PRUEBAS  EN 
DISTINTAS  ENFERMEDADES 

Asma  Bronquial:  Etapa  Aguda 

El  asma  es  una  condición  en  que  la  limitación  al  flujo 
de  aire  expirado  se  debe  a; 

1 . Contracción  del  músculo  liso  que  reviste  la  pared 
bronquial. 

2.  A la  acumulación  de  moco  espeso  y pegajoso  en  el 
interior  del  bronquio,  que  ocasiona  una  dismi- 
ción  en  el  calibre  bronquial. 

3.  A edema  en  la  pared  del  tubo  bronquial. 

Clínicamente,  estos  disturbios  patofisiológicos  se 
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traducen  en  una  fase  expiratoria  marcadamente 
prolongada  y un  colapso  de  aerovías  pequeñas  a altos 
volúmenes  de  inflación  pulmonar. 

La  espirometría  convencional  es  de  suma 
importancia  en  la  evaluación  inicial  de  la  crisis  asmática 
aguda  y luego,  del  seguimiento.  Los  cuatro  parámetros 
(Fig.  3)  que  más  nos  ayudan  en  este  análisis  lo  son.  1 - 
FVC  (capacidad  vital  forzada).  2-  FEV1  (volumen 
espiratorio  forzado  en  un  segundo).  3-MMEF  25-75 
(flujo  máximo  calculado  a 25  y 75%  de  la  capacidad  vital) 
y 4-  PEFR  (pico  máximo  del  flujo  espiratorio). 

Inicialmente  en  el  ataque  agudo^  todos  los 
parámetros  arriba  mencionados  van  a estar  reducidos 
proporcionalmente  a la  severidad  de  la  enfermedad 
obstructiva.  Un  FEV1  que  está  amputado  a una  tercera 
parte  de  lo  normal  para  la  edad  y la  estatura  del 
paciente,  nos  alerta  de  inmediato  que  el  sujeto  está  a un 
riesgo  alto  de  desarrolair  fallo  respiratorio  agudo.  Esto 
se  debe  a que  cuando  el  flujo  espiratorio  en  un  segundo 
baja  a niveles  de  600  cc  o menos,  la  habilidad  de  toser 
del  ser  humano  se  suprime  marcadamente.  En 
pacientes  con  enfermedad  obstructiva  pulmonar,  la  tos 
es  uno  de  los  mecanismos  más  importantes  por  el  cual 
ellos  pueden  limpiar  sus  aerovías  de  moco  y cuerpos 
extraños  en  su  interior.  Normalmente,  al  aparato 
mucociliar,  con  su  poder  propulsor  de  moco  hacia  la 
boca,  es  el  que  limpia  los  bronquios  de  estas  substan- 
cias. En  el  asmático,  el  moco  es  tan  espeso  y adhesivo 
que  inutiliza  el  aparato  mucociliar.  De  ahí  se  entiende 
que  el  asmático  que  no  puede  eliminar  sus  propias 
secreciones  viscosas,  va  a desarrollar  impactación  de 
moco  a diferentes  niveles  en  su  aparato  tubulobron- 
quial.  Muchos  asmáticos  desarrollan  áreas  de 
microactelectasia.  la  continua  perfusión  de  estas  áreas, 
crea  un  corto  circuito  circulatorio  en  las  áreas  envueltas 
y es  el  mecanismo  subyacente  para  la  hipoxemia  que 
desarrollan  la  mayoría  de  los  asmáticos  en  crisis  aguda. 

En  síntesis,  un  FEV1  reducido  a una  tercera  parte  de 
lo  normal,  alerta  al  clínico  del  comienzo  de  un  posible 
fallo  respiratorio  agudo.  Cuando  el  FEV1  llega  a una 
cuarta  parte  de  lo  normal,  ya  el  individuo  empieza  a 
retener  bióxido  de  carbono  y luego  fácilmente  se 
establece  la  acidosis  respiratoria.  Esta  acidosis  respi- 
ratoria progresa  rápidamente  en  el  asmático  hasta 
causar  fibrilación  ventricular,  que  es  la  causa  principal 
de  muerte  en  la  crisis  aguda  asmática. 

A medida  que  el  paciente  va  mejorando  con 
tratamiento  médico  agresivo,  los  parámetros  defunción 
pulmonar  también  van  mejorando.  Los  primeros  en 
mostrar  mejoría  son  los  índices  de  función  de  grandes 
aerovías  (tubos  cuyo  diámetros  internos  son  más  de  dos 
milímetros).  Estos  son  en  orden  de  mejoría:  1 - PEFR,  2- 
FVC  y 3-  FEV1 . El  parámetro  que  más  se  tarda  en  nor- 
malizarse es  el  MMEF  25-75.  Este  último  es  un 
parámetro  de  aerovías  pequeñas  (diámetros  internos  de 
menos  de  dos  milímetros),  y puede  tardarse  varias 
semanas  luego  de  que  el  paciente  está  asintomáticoy 
libre  de  sibilancias. 

Hay  cierta  evidencia  que  indica  que, en  pacientes  cuya 
función  de  aerovías  pequeñas  no  retorna  a la  normali- 
dad a pesar  de  tratamiento  intenso,  sus  ataques 
subsiguientes  puden  ser  más  frecuentes  y severos.  De 
ahí  la  importancia  del  clínico  asegurarse  de  la  normali- 
dad del  MMEF  25-75  antes  de  tomar  la  decisión  en 
cuanto  a disminuir  o eliminar  los  broncodilatadores  y 
los  agentes  activos  en  receptores  beta.  La  experiencia 


nos  dice  que  una  de  las  causas  principales  de  las 
recaídas  en  estos  pacientes  se  debe  al  retiro  prematuro 
de  los  fármacos. 

Un  porcientogrande  depacientescon  asma  bronquial, 
no  van  a llegar  nunca  a tener  una  función  normal  de 
aerovías  pequeñas  y tras  muchos  meses  de  seguimien- 
to y relativa  estabilidad  en  los  otros  parámetros,  el 
clínico  quizás  está  justificado  en  retirar  estos  fármacos 
y observar  el  paciente.  A la  menor  disminución  en  los 
otros  parámetrosde  mecánicapulmonar(FVC,  FEVIyPE 
PR),  se  deben  reinstituir  los  fármacosendósisapropiadas 

Se  debe  recalcar  en  esta  sección  que  la  auscultación 
en  el  paciente  con  status  asmaticus  es  sumamente 
variable  y no  se  debe  depender  de  esta  en  la  evaluación 
delaseveridaddela  diátesis  obstructiva.  Porejemplo,  es 
frecuente  ver  en  las  salas  de  emergencia  un  paciente  en 
crisis  aguda,  diaforético  y marcadamente  extenuado, 
que  en  la  auscultación  no  presenta  sonido  sibilante 
alguno.  El  problema  en  estos  pacientes,  es  que,  en 
esta  etapa,  sus  bronquios  están  ocluidos  casi  en  su 
totalidad  por  el  moco  denso  que  no  pueden  remover  y 
por  tanto  el  flujo  de  aire  a través  del  interior  del  bronquio 
no  produce  la  suficiente  turbulencia  para  crear  las 
sibilancias.  Así  es  que  hay  que  tener  mucho  cuidado  con 
el  paciente  asmático  que  de  repente  deja  de  sibilar, 
ya  que  puede  estar  en  una  etapa  de  extenuación 
marcada  y puede  desarrollararrestorespiratorio  súbito. 

Otro  punto  muy  importante  de  reconocer  es  que  la 
resistencia  aumentada  bronquial  al  flujo  de  aire  no 
termina  con  la  última  sibilancia  del  paciente.  Se  han 
hecho  estudios  con  el  pletismógrafo,  y se  ha  encontrado 
que  la  resistencia  de  la  aerovía  después  que  el  ataque 
asmático  ha  cesado  clínicamente  (ausencia  de  sibilan- 
cias y disnea  en  paciente)  está  200  veces  por  encima  de 
lo  normal.  Más  aún  esta  resistencia  incrementada 
puede  perdurar  por  cuatro  o seis  semanas  luego  de  la 
crisis  aguda. 

Por  último  debemos  mencionar  algo  acerca  del  inter- 
cambio de  gases  pulmonares  en  la  crisis  asmática. 
Definimos  parámetros  normales  de  gases  arteriales  de 
la  siguiente  manera:  pH  = 7.35  a 7.45;  PO2  = 80  - 
100mmHg;PC02  =35  a 45mmHg,  el  sujeto  recibiendo 
una  fracción  inspirada  de  oxígeno  (FIO2)  de  .21  ó 21  % 
de  oxígeno,  aire  ambiental. 

Inicialmente  en  la  crisis  asmática  aguda  es  de  esperar- 
se tener  una  alcalosis  respiratoria  marcada.  Por  ejemplo, 
es  común  encontrar  arteriales  con  pH  de  7.5  y PC02tan 
bajos  como  35mmHg.  La  hiperventilación  alveolar  en  el 
paciente  asmático  sigue  siendo  un  enigma.  Muchos 
investigadores  creen  que  esta  hiperventilación  se  debe 
a impulsos  aferentes  a los  centros  respiratorios  a nivel 
central  provenientes  de  la  pared  bronquial 
distorsionada  por  el  espasmo.  Hay  evidencia  experi- 
mental que  substancias  broncoactivas,  segregadas  en 
la  pared  del  bronquio  pueden  jugar  un  papel  importante. 
Otros  investigadores  creen  que  la  hiperinflación 
torácica,  altera  la  relación  de  los  músculos  intercostales 
con  las  costillas  que  los  apoyan,  y por  mecanismos  no 
descubiertos  todavía,  causan  que  el  sistema  nervioso 
central  aumente  la  ventilación. 

No  importa  cual  sea  el  mecanismo,  la  presenciado  la 
alcalosis  respiratoria  en  estos  pacientes  lleva  un 
pronóstico  bueno,  si  el  paciente  se  maneja  adecuada- 
mente con  terapia  broncodilatadora.  Si  el  paciente,  por 
el  contrario,  se  presenta  ya  con  su  crisis  aguda  pero  con 
unos  gases  arteriales  normales,  nos  tenemos  que 
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preocupar,  pues  en  una  gran  mayoría  de  estos 
pacientes,  ya  su  mecanismos  compensadores 
empiezan  a fallar.  Este  es  el  tipo  de  paciente  que  de  no 
controlarse  su  problema  obstructivo  bronquial,  va  a 
progresar  desfavorablemente  y va  a empezar  a 
retener  bióxido  de  carbono.  En  estos  pacientes  el  PO2 
sube  a más  de  45mmHg  y el  pH  empieza  a bajar  de  7.35. 
niveles  altos  de  CO2,  no  tienen  reserva  de  base 
sanguínea  para  srvir  de  tamponaje  a la  caída  de  pH,  y 
por  lárito  desarrollan  acidosis  respiratoria  de  súbito. 
Esta  acidosis,  perjudica  la  estabilidad  eléctrica  del 
miocardio,  produciéndose  varios  focos  ectópicos  inde- 
pendientes que  pueden  degenerar  en  la  temida  fibrila- 
ción  ventricular.  Aún  en  nuestra  era,  esta  arritmia  sigue 
siendo  la  causa  de  muerte  más  frecuente  y contribuye 
a mantener  la  mortalidad  en  el  asma  de  2.5  a 3%. 


USO  DE  LA  ESPIROMETRIA 
CONVENCIONAL  EN  LA  EVALUACION  DEL 
PACIENTE  EN  QUE  SE  SOSPECHA  ASMA 

El  asma  bronquial  se  define  como  obstrucción 
bronquial  reversible  con  tratamiento  específico  o 
espontáneo.  No  todos  los  pacientes  con  esta 
enfermedad  se  presentan  como  los  conocemos  clásica- 
mente con  sibilancias  y disnea  intermitente. 

Hay  un  subgrupo  bastante  amplio  de  individuos  que 
se  presentan  con  queja  de  tos.  Muchos  de  estos  indivi- 
duos tienen  asma  bronquial.  Existe  otro  subgrupo,  que 
manifiesta  síntomas  asmáticos  sólo  después  de  un 
ejercicio  vigoroso  o de  una  infección  viral  en  el  tracto 
superior. 

¿Cómo  podemos  evaluar  el  primer  subgrupo  para 
llegar  a un  diagnóstico  correcto?  A estos  pacientes,  les 
hacemos  una  espirometría  basal.  Luego,  le  aplicamos  a 
través  de  una  mascarilla  dosis  pequeñas  diluidas  de 
histamina  o su  análogo  menos  activo,  metacolina.  Se 
empieza  con  la  dilución  más  pequeña  (1:1 0,000)y  poco 
a poco  se  va  incrementando.  Cuando  el  FEV1  baja  más 
del  20%  del  nivel  basal  del  sujeto,  se  obtiene  la  dilución 
de  histamina  aplicada.  Los  pacientes  asmáticos  respon- 
den con  hipersensitividad  bronquial  a dosis  bajas  de 
esta  droga.  Individuos  sin  asma  y no  atópicos  necesitan 
dosis  bien  altas  para  demostrar  una  disminución  del 
20%  en  su  FEV1. 

Una  vez  hecho  el  diagnóstico  en  estos  pacientes 
tenemos  una  prueba  para  medir  la  efectividad  de  drogas 
Beta2,  broncodilatadores  y cromalina  sódica  para  el 
control  de  sus  broncoespasmos.  Lo  que  procede  es 
hacer  la  espirometría  basal  e identificar  el  FEV1  del 
sujeto.  Luego  se  le  aplica  la  droga  que  se  requiere 
estudiar  y luego  se  reta  al  sujeto  con  la  histamina  o me- 
tacolina en  la  concentración  que  previamente  produjo 
el  espasmo.  De  esta  manera  el  uso  de  fármacos  se 
vuelve  más  racional  y nos  ayuda  a controlar  el  paciente 
más  efectivamente. 

Consideremos  ahora  al  paciente  que  ya  tiene  su 
diagnóstico  de  asma  establecido  y que  sabemos  que  es 
alérgico  a alguna  substancia.  En  este  paciente  obtene- 
mos primeramente  un  historial  completo  donde  enfati- 
zamos el  descubrimiento  de  varios  alérgenos  que 
pueden  estar  agravando  la  condición.  Una  vez  identifi- 
camos los  posibles  alérgenos,  aplicamos  una  batería  de 
pruebas  cutáneas  de  escarificación  usando  dosis 
pequeñas  de  estas  substancias.  Usamos  los  alérgenos 


que  nos  causan  pruebas  positivas  para  hacer  pruebas 
broncoprovocativas  en  nuestros  pacientes  Digamos 
que  salió  positivo  en  la  prueba  del  acaro,  entoncesdilui- 
mos  este  alérgeno,  1 ,000  veces  más  y se  loaplicamosen 
aerosol  por  mascarilla  al  paciente  durante  medio  a un 
minuto.  Si  el  paciente  sufre  una  caida  de  20%  de  su 
FEV1  basal,  sabemos  que  el  alérgeno  en  estudio  es 
causante  de  sus  broncoespasmos. 

La  importancia  de  identificar  alérgenos  por  estudios 
de  broncoprovocación  recae  en  el  hecho  de  que  muchos 
de  estos  pacientes  se  pueden  controlar  con  la  inhala- 
ción regular  de  cromolina  sódica. 

En  resumen,  las  pruebas  de  función  pulmonar  nos 
sirven  de  ayuda  en  el  diagnóstico,  tratamiento  y segui- 
miento del  paciente  con  asma  bronquial.  Son  pruebas 
sencillas  y se  pueden  obtener  fácilmente  en  los 
laboratorios  existentes  en  nuestra  comunidad  o en  la 
propia  oficina  del  clínico. 

En  próximos  artículos  discutiremos  este  tópico  en 
relación  con  otras  enfermedades  o condiciones,  tales 
como:  enfermedad  crónica  obstructiva  pulmonar 
fibrosis  quística,  obstrucción  respiratoria  alta, 
bronquiolitis,  detección  temprana  de  enfisema 
pulmonar,  y seguimiento  de  pacientes  con  enferme 
dades  fibrótica  pulmonar. 
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En  servicios  médicos, 
Tr^píe-S  es  el  m^or 
plan  de  saiiuL 


Triple-S  ofrece  una  gran  mayoría  de  médicos  de 
donde  escoger.  De  más  de  4,000  médicos  activos  en 
todo  Puerto  Rico  la  gran  mayoría  acepta  Triple-S. 


Y en  hospitales,  Triple-S  cuenta  con  más  hospitales 
acreditados  en  todo  Puerto  Rico  que  ningún  otro  plan. 

Porque  tratándose  de  salud,  tienes  que  tener 
el  mejor. ..Triple-S. 


Seguros  de  Servicio  de  Salud 
de  Puerto  Rico,  Inc. 


Con  la  mayoría  de  médicos.  Y la  mayoría  de  los  hospitales. 


Ther^moteto 
ZYLOPRIM  ^ 

than  (alKmurind). 


■ From  Burroughs  Wellcome  Co.  - the 
discoverer  and  developer  of  allopurinol 

■ Patient  starter/conversion  kits  available 
for  easy  titration  of  initial  dosage 

■ Patient  compliance  pamphlets  available 


■ Continuing  medical  education  materials 
available  for  physicians 


Prescribe  for  your  patients  as  you  would  for  yourself. 


Write  "DA.  W.,  ” "No  Sub,  ” or  “Medically  Necessary,  ” 
as  your  state  requires,  to  make  sure 
your  patient  receives  the  original  allopurinol 


Wellcome 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


ONE  OF  THE 
VITALSIGNS 
OF  ANXIOUS 
DEPRESSION: 

INSOMNIA 

Others  to  look  for: 

agitation 
anorexia 
feelings  of  guilt 
and  worthlessness 
fatigue 
palpitations 
headache 
vague  aches 
and  pains 
sadness 
psychic  and 
somatic  anxiety 


ArtisFs  conception, 

looking  out  from  the  human  eye 

os  conceived  in  a schematic  model 


LIMBITRDLGIVEN 
H.S.:ONEOFTHE 
VITAL  SPECIFICS 
OF  TREATMENT 

Limbitrol  brings  a special — and  specific— quality  of 
relief  to  most  anxious  depressed  patients.  Insomnia, 
tor  example,  responds  with  particular  promptness. 

Other  symptoms  likely  to  respond  within  the  first  week 
of  treatment  include  anorexia,  agitation  and  psychic 
and  somatic  anxiety.  And,  as  the  depression  and 
anxiety  are  alleviated,  in  many  cases  so  are  such 
related  somatic  symptoms  as  headache,  palpitations, 
and  various  vague  aches  and  pains. 

Limbitrol  given  once  doily  h.s. 
may  be  the  best  approach 

Many  patients  respond  readily  to  a single  bedtime 
dose  of  Limbitrol,  a convenient  schedule  that  may 
enhance  compliance  and  helps  relieve  the  insomnia 
associated  with  anxious  depression.  Limbitrol  also 
offers  a choice  of  other  regimens:  t.i.d.,  or  a divided 
dose  with  the  larger  portion  h.s.  In  all  cases,  caution 
patients  about  the  combined  effects  with  alcohol  or 
other  CNS  depressants  and  about  activities  requiring 
complete  mental  alertness,  such  as  driving  or  oper- 
ating machinery. 

in  moderate  depression  and  anxiety 

ümbitrde 

tablets  5-12.5  each  containing  5 mg  chlordiazepoxide  and  12.5  mg  amltriplyline 
(as  the  hydrochloride  salt) 

Ibblets  10-25  each  containing  10  mg  chlordiazepoxide  and  25  mg  amitriptyline 
(as  the  hydrochloride  salt) 


Specific  therapy  with  h.s.  dosage  convenience 


Please  see  summary  of  complete  product  information  on  following  page. 


LIMBITROL^  TABLETS  TTonquilizer— Antidepressant 

Before  prescribing,  please  consult  complete  product  information, 

0 summary  of  which  follows: 

Indications:  Relief  of  moderate  to  severe  depression  associated  with  moderate 
to  severe  anxiety 

Contraindications:  Known  hypersensitivity  to  benzodiazepines  or  tricyclic 
antidepressants  Do  not  use  with  monoamine  oxidase  (MAO)  inhibitors  or 
within  14  days  following  discontinuation  of  MAO  inhibitors  since  hyperpyretic 
crises,  severe  convulsions  and  deaths  hove  occurred  with  concomitant  use, 
then  initiate  cautiously  gradually  increasing  dosage  until  optimal  response  Is 
achieved  Contraindicated  during  acute  recovery  phase  following  myocardial 
infarction 

Warnings:  Use  with  greot  core  in  patients  with  history  of  urinary  retention  or 
angle-closure  gloucomo  Severe  constipation  may  occur  in  patients  taking 
tricyclic  antidepressants  and  onticholinergic-type  drugs  Closely  supervise 
cordiovosculor  patients  (Arrhythmias,  sinus  tachycardia  and  prolongation  of 
conduction  time  reported  with  use  of  tricyclic  antidepressants,  especially  high 
doses  Myocardial  infarction  and  stroke  reported  with  use  of  this  doss  of 
drugs ) Caution  patients  about  possible  combined  effects  with  alcohol  and 
other  CNS  depressants  ond  against  hazardous  occupations  requiring  complete 
mental  alertness  (e  g , operating  machinery,  driving) 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  the  first 
trimester  should  almost  always  be  avoided  because  of  increased 
risk  of  congenital  malformations  as  suggested  in  several  studies. 
Consider  possibility  of  pregnancy  when  instituting  therapy;  advise 
patients  to  discuss  therapy  if  they  intend  to  or  do  become  pregnant. 
Since  physical  and  psychological  dependence  to  chlordiozepoxide  hove  been 
reported  rorely  use  caution  in  administering  Limbitrol  to  oddiction-prone 
individuals  or  those  who  might  increase  dosage,  withdrawal  symptoms 
following  discontinuation  of  either  component  alone  hove  been  reported 
(nausea,  heodoche  and  malaise  for  omitriptyline,  symptoms  [including 
convulsions]  similar  to  those  of  barbiturate  withdrawal  tor  chlordiozepoxide) 
Precautions:  Use  with  caution  in  patients  with  o history  of  seizures,  in 
hyperthyroid  patients  or  those  on  thyroid  medication,  and  in  patients  with 
impaired  renal  or  hepatic  function  Because  of  the  possibility  ot  suicide  in 
depressed  patients,  do  not  permit  easy  access  to  large  quantities  in  these 
patients  Periodic  liver  function  tests  and  blood  counts  ore  recommended 
during  prolonged  treatment  Amitriptyline  component  moy  block  ocfion  ot 
guonethidine  or  similar  antihypertensives  Concomitant  use  with  other 
psychotropic  drugs  has  not  been  evaluated  sedative  effects  may  be  additive 
Discontinue  several  days  before  surgery  Limit  concomitant  administration  of 
ECT  to  essential  treatment  See  Warnings  for  precautions  about  pregnancy 
Limbitrol  should  not  be  token  during  the  nursing  period  Not  recommended 
in  children  under  12  In  the  elderly  and  debilitated,  limit  to  smallest  effective 
dosage  to  preclude  otoxio,  oversedotion,  confusion  or  anticholinergic  effects 
Adverse  Reactions:  Most  frequently  reported  ore  those  associated  with  either 
component  alone  drowsiness,  dry  mouth,  constipation,  blurred  vision, 
dizziness  and  bloating  Less  frequently  occumng  reactions  include  vivid 
dreams,  impotence,  tremor,  confusion  and  nasal  congestion  Many  depressive 
symptoms  including  anorexia,  fatigue,  weakness,  restlessness  and  lethargy 
hove  been  reported  os  side  effects  of  both  Limbitrol  and  amitriptyline 
Granulocytopenia,  jaundice  and  hepatic  dysfunction  hove  been  observed 
rarely 

The  following  list  includes  adverse  reactions  not  reported  with  Limbitrol  but 
requiring  consideration  because  they  hove  been  reported  with  one  or  both 
components  or  closely  related  drugs 

Cardiovascular  Hypotension,  hypertension,  tachycardia,  palpitations,  myo- 
cardial infarction,  arrhythmias,  heart  block,  stroke 
Psychiatric  Euphoria,  apprehension,  poor  concentration,  delusions,  halluci- 
nations, hypomonio  and  increased  or  decreased  libido 
Neurologic  Incoordination,  otoxio,  numbness,  tingling  and  poresthesios  of  the 
extremities,  extropyromidal  symptoms,  syncope,  changes  in  EEG  patterns 
Anticholinergic  Disturbance  of  accommodation,  porol^ic  ileus,  urinary 
retention,  dilatation  of  urinary  tract 

Allergic  Skin  rash,  urticaria,  photosensitizotion,  edema  of  face  and  tongue, 
pruritus 

Hematologic  Bone  marrow  depression  including  agranulocytosis, 
eosinophilio,  purpura,  thrombocytopenia 

Gastrointestinal  Nauseo,  epigastric  distress,  vomiting,  anorexia,  stomatitis, 
peculiar  taste,  diarrhea,  block  tongue 

Endocrine  Testicular  swelling  and  gynecomastia  in  the  mole,  breast 
enlorgement,  galactorrhea  and  minor  menstruol  irregulorities  in  the  female 
and  elevation  and  lowering  of  blood  sugar  levels 
Other  Headache,  weight  gain  or  loss,  increased  perspiration,  urinory 
frequency,  mydriasis,  jaundice,  alopecia,  parotid  swelling 
Overdosage:  Immediately  hospitalize  patient  suspected  of  having  token  on 
overdose  Treatment  is  symptomatic  and  supportive  I V odministrotion  of  1 to 
3 mg  physostigmine  salicylate  hos  been  reported  to  reverse  the  symptoms  of 
amitriptyline  poisoning  See  complete  product  information  for  manifestation 
and  treatment 

Dosage:  Individualize  occording  to  symptom  severity  and  potient  response 
Reduce  to  smollest  effective  dosage  when  satisfactory  response  is  obtained 
Larger  portion  of  doily  dose  may  be  token  at  bedtime  Single  h s dose  may 
suffice  for  some  patients  Lower  dosages  ore  recommended  for  the  elderly 
Limbitrol  10-25,  initial  dosage  of  three  to  four  tablets  doily  in  divided  doses, 
increased  to  six  tablets  or  decreased  to  two  tablets  doily  os  required 
Limbitrol  5-12  5,  initial  dosage  of  three  to  four  tablets  doily  in  divided  doses,  for 
patients  who  do  not  tolerate  higher  doses 

How  Supplied:  White,  film-cooted  tablets,  each  containing  10  mg  chlor- 
dlozepoxlde  and  25  mg  amitriptyline  (os  the  hydrochloride  salt)  and  blue, 
film-cooted  tablets,  each  containing  5 mg  chlordiozepoxide  and  12,5  mg 
amitriptyline  (os  the  hydrochloride  salt)— bottles  of  100  and  500,  Tel-E-Dose" 
packages  of  100,  available  in  troys  of  4 reverse-numbered  boxes  of  25, 
and  in  boxes  containing  10  strips  of  10,  Prescription  Poks  of  50 
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Alteraciones 
Inmunológlcas  En 

La  Población  De 
Edad  Avanzada 

María  L.  Santaella,  M.D. 

Se  ha  demostrado  que  el  sector  poblacional 
comprendido  por  personas  de  65  años  o más  ha  crecido 
rápidamente  debido  a que  se  ha  mejorado  la  longevidad. 
Esto  ha  traído  como  consecuencia  el  que  se  dirijan 
esfuerzos  de  investigación  hacia  los  problemas  de  esta 
población. 

El  sistema  inmune  debe  ser  uno  de  los  objetivos 
principales  de  la  investigación  futura,  ya  que  el  conocer 
las  alteraciones  que  ocurren  en  dicho  sistema  en  la 
edad  avanzada  pudiera  ayudar  a la  prevención  de 
algunas  entidades  clínicas  que  afectan  a este  grupo  ’ 

En  este  repaso  de  la  literatura  se  intenta  describir  los 
cambios  en  función  inmunológica  y las  alteraciones  de 
los  mecanismos  que  controlan  la  respuesta  inmune  en 
personas  de  edad  avanzada.  En  la  tabla  1 resumimos  las 
mismas  a la  luz  de  la  literatura  más  reciente. 

TABLA  I 

ALTERACIONES  INMUNOLOGICAS  EN  LA 
POBLACION  DE  EDAD  AVANZADA 

Morfología 

Timo 

Atrofia  cortical 
Nódulos  linfáticos 

Disminución  de  centros  germinales 
Aumento  de  células  plasmáticas  y fagocitos 
Número  de  Línfocitos 

Resultados  de  estudios  son  variables 

Inmunidad  Celular 

Disminución  dé  ciertas  funciones  de  células  T 

Inmunidad  Humoral 

Mayor  incidencia  de  gamopatías  monoclonales 
benignas  y de  autoanticuerpos. 

Monocitos 

Se  ha  sugerido  disminución  en  la  función  de 
supresión  sobre  la  actividad  citotóxica  de 
células  T 

María  L Sar^taella.  M.D . Catedrática  Auxiliar  Escuela  de  Medicina 

Universidad  de  Puerto  Rico.  G.P  O.  Box  5067.  San  Juan.  Puerto  Rico  00936 


Cambios  estructurales  en  el  sistema  inmune  que  se 
producen  en  edad  avanzada 

En  humanos,  la  masa  linfática  del  timo  disminuye 
como  resultado  de  atrofia  cortical,  que  se  inicia  al 
tiempo  de  lograr  maduración  sexual.  Se  observa  que  el 
número  de  linfocitos  disminuye  y que  aumenta  el 
número  de  macrófagos.  El  tamaño  de  los  nódulos 
linfáticos  y del  bazo  permanece  casi  idéntico,  pero  los 
centros  germinales  disminuyen  a la  vez  que  se 
incrementa  el  número  de  células  plasmáticas  y de 
fagocitos^. 

La  producción  de  hormonas  tímicas,  envueltas  en  el 
proceso  de  diferenciación  de  linfocitos,  cae  con  la  edad. 
Respecto  a timopoietina,  no  se  detecta  actividad  en 
personas  sobre  los  60  años..^ 

Cantidad  de  linfocitos 

El  número  de  linfocitos  en  lacirculacióndisminuyeen 
poca  proporción  después  de  la  edad  mediana.  Se  sabe 
que  para  la  sexta  década,  el  nivel  es  alrededor  del  70  % 
del  nivel  del  adulto  joven,  ^ s El  número  de  células  T y 
B permanece  esencialmente  constante.® 

En  estudios  que  utilizan  el  enlace  de  la  porción  Fe  de 
IgG  o IgM  para  identificar  las  subpoblaciones  de 
linfocitos  T como  linfocitos  colaboradores  o como 
linfocitos  supresores,  se  ha  encontrado  un  aumento  de 
células  supresoras  ; sin  embargo  otros  estudios 
han  demostrado  aue  la  ooblac'  ón  de  células  supresoras 
inducidas  por  convanavalina  A está  reducida. ^ Respec- 
to a la  población  de  células  colaboradoras,  se  han 
reportado  datos  a favor  de  aumento  y disminución.  ^ ® ’o 
Posiblemente  parte  de  los  hallazgos  contradictorios  de 
los  estudios  anteriormente  mencionados  puede  expli- 
carse por  el  hecho  de  que  se  está  bregando  con  pobla- 
ciones heterogéneas  de  células,  conforme  a la  metodo- 
logía usada. 

Con  la  aplicación  de  la  técnica  de  anticuerpos 
monoclonales  se  ha  hecho  un  intento  recientemente 
para  establecer  definitivamente  la  representación 
cuantitativa  de  subpoblaciones  de  células  T.  En  el 
estudio  de  Nagel  y otros  se  reporta  lo  siguiente.  1 )que 
el  porcentaje  (no  el  número  absoluto)  de  linfocitos  T en 
periferia  está  definitivamente  más  bajo  en  personas 
mayores;  2)que  hay  una  disminución  relativa  y absoluta 
en  la  población  de  células  supresoras/citotóxicas. 

Es  posible  que  la  interpretación  deque  la  disminución 
en  representación  de  linfocitos! supresores/citotóxicos 
sea  consistente  con  las  observaciones  de  mayor 
frecuencia  y concentración  más  alta  de  autoanticuerpos 
en  personas  mayores  ’2  deba  esperar  un  análisis  más 
completo  de  los  patrones  de  distribución  y recirculación 
de  estas  células  en  las  personas  de  edad  avanzada. 
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Alteraciones  Inmunohgicas  en  la  Población  de  Edad  Avanzada 


Inmunidad  celular 

La  evidencia  de  que  la  función  dependiente  de  células 
T (inmunidad  celular)  disminuye  con  la  edad  ha  sido 
conflictiva.  Algunos  estudios  han  indicado  disminución 
en  las  pruebas  de  hipersensitividad  tardía,  mientras  que 
en  otros  se  ha  relacionado  este  fenómeno  únicamente 
en  casos  de  personas  mayores  con  una  enfermedad 
aguda. ’3  No  obstante,  cuando  se  estudia  la  respuesta 
celular  utilizando  antígenos  a los  cuales  la  persona  no 
ha  sido  sensitizada  previamente  (como  el 
dinitroclobenceno),  sí  hay  disminución  en  la  función  de 
células  TJ'* 

La  misma  discrepancia  que  existe  en  los  estudios  in 
vivo  para  evaluar  inmunidad  celular,  existe  en  los 
estudios  in  vitro.  Algunos  señalan  disminución  en  la 
capacidad  de  proliferación  de  células  T en  respuesta  a 
estímulos  como  fitohemaglutinina  y concanavalina  A.’^ 

Se  ha  encontrado  que  aunque  el  número  total  de 
células  T es  igual  en  adultos  jóvenes  y en  adultos 
mayores,  existe  una  disminución  a la  mitad  en  el 
número  de  células  que  responden  a mitógenos.’^  La 
capacidad  de  estas  células  para  dividirse  en  cultivo 
también  está  alterada.’®  En  este  estudio  se  demostró 
que  aunque  el  número  de  células  que  se  dividían  por 
primera  vez  era  idéntico  en  adultos  jóvenes  y mayores, 
el  número  que  se  dividía  por  segunda  y tercera  vez  era 
menor  en  el  segundo  grupo.  La  base  molecular  de  este 
defecto  proliferativo  se  ha  asociado  a la  producción  de 
un  50%  de  factor  de  crecimiento  por  linfocitos  de 
personas  mayores.’®  De  igual  manera,  se  ha 
relacionado  este  problema  a una  respuesta  inapropiada 
de  los  linfocitos  de  las  personas  de  edad  avanzada  a este 
factor. 

Los  linfocitos  T de  personas  mayores  son  más 
sensitivos  a los  efectos  inhibidores  de  las 
prostaglandias  de  la  serie  É.^o 

Inmunidad  humoral 

La  función  de  células  B (inmunidad  humoral)  ha  sido 
estudiada  a partir  de  los  niveles  de  anticuerpos 
naturales  y de  anticuerpos  inducidos  por  antígenos.  En 
el  caso  de  los  segundos,  la  interpretación  de  los  datos  ha 
sido  variable. 2’ 

En  cuanto  a la  producción  de  anticuerpos,  se  ha 
demostrado  que  los  niveles  séricos  de  IgG  e IgA 
aumentan  con  la  edad,  al  igual  que  la  incidencia  de 
gamopatías  monoclonales  benignas. 23  24 

En  estudios  que  miden  respuesta  de  anticuerpos  a 
antígenos  como  vacunas  bacterianas  o virales,  se  puede 
variar  el  análisis  de  los  datos  si  la  persona  ha  sido 
expuesta  previamente  al  antígeno  (y  por  lo  tanto  está 
respondiendo  con  una  respuesta  secundaria)  o si  la 
respuesta  de  anticuerpo  requiere  la  participación  del 
sistema  T. 

En  un  trabajo  in  vitro  de  la  reproducción  de 
anticuerpos  en  pacientes  de  edad  avanzada  utilizando 
estimulación  específica  por  antígeno  y estimulación  no- 
específica  (policlonal),  sa  demostró  disminución  en  la 
producción  de  anticuerpos  en  ambos  casos. 2®  Sin 
embargo,  no  se  tomó  en  cuenta  el  posible  significado  de 
esto  en  términos  de  efecto  por  número  o función  de 
células  T colaboradoras  o supresoras. 

Mecanismos  postulados  para  explicar  el  cambio  en 
función  inmunológica 
A)  Ambiente  celular 

Varios  estudios  con  animales  experimentales  han 
permitido  establecer  que  aproximadamente  el  1 0%  de  las 


alteraciones  inmunológicas  pueden  relacionarse  a 
cambios  en  el  ambiente  celular,  mientras  que  el  90% 
puede  atribuirse  a cambios  intrínsecos  a las  células.  Al 
presente  se  desconocen  los  factores,  én  el  ser  humano, 
que  puedan  modificar  el  ambiente  celular.  Se  ha 
postulado  sustancias  noscivas  de  origen  metabólico  o 
viral. 

B)  Alteraciones  en  los  mecanismos  reguladores  del 
sistema  inmune. 

Se  ha  encontrado  un  aumento  en  actividad  de  células 
T supresoras  así  como  menos  actividad. 26  27  28  29  30 

Debe  mencionarse  que  parte  de  la  variabilidad  en  los 
resultados  de  estos  estudios  puede  atribuirse  al  hecho 
de  que  se  utilizan  distintos  sistemas  para  estudiar  la 
función  de  células  T supresoras,  y se  sabe  que  hay 
alteraciones  en  esta  función  que  solo  pueden 
demostrarse  mediante  ciertas  pruebas. 

Otro  hallazgo  recientemente  descrito  es  que  en 
individuos  mayores  de  60  años,  la  función  de  supresión 
que  ejerce  normalmente  el  monocito  sobre  la 
citoto'xicidad  mediada  por  células  T está  limitada.®’  Sin 
embargo,  la  posibilidad  de  que  subpoblaciones  de 
células  T conocidas  como  citotóxicas  sean  menos 
efectivas  como  tal  en  personas  mayores  de  edad  ha  sido 
señalada.®® 

Autoinmunidad 

La  presencia  de  autoanticuerpos  puede  cumplir 
funciones  fisiológicas  normales,  tales  como  permitir 
que  los  macrófagos  remuevan  células  dañadas®®.  A este 
tipo  de  autoinmunidad  le  llamamos  autoinmunidad 
fisiológica.  En  contraste,  la  autoinmunidad  patológica 
es  aquella  que  lleva  al  daño  celular  en  una  época 
temprana,  o sea,  que  lleva  al  desarrollo  de  una 
enfermedad  autoinmune. 

En  personas  de  edad  avanzada  se  detectan  niveles  de 
autoanticuerpos  contra  una  variedad  de  componentes 
celulares,  tales  como  núcleos  y mitocondria.  Sin 
embargo,  ésto  no  les  lleva  a una  incidencia  más  alta  de 
enfermedades  autoinmunes.  Por  desconocer  qué 
representan  estos  anticuerpos  en  términos  del  proceso 
de  envejecimiento,  se  han  denominado  estos  anticuer- 
pos como  facultativamente  patológicos. 

Se  ha  postulado  que  dichos  anticuerpos  sean 
inefectivos  en  términos  de  su  capacidad  para  activar 
macrófagos  o células  citotóxicas.  De  igual  forma  se  ha 
dicho  que  puede  que  es\os  anticuerpos  no  estén 
accesibles  a células  del  huésped  bajo  condiciones 
normales,  y de  esta  forma  no  pueden  destruirlas. 

En  resumen,  los  trabajos  sobre  los  parámetros  inmu- 
nológicos  en  personas  de  edad  avanzada  no  han 
permitido  conclusiones  respecto  a diversos  componen- 
tes del  problema.  No  obstante,  la  evidencia  experimen- 
tal permite  apuntar  que  el  sistema  inmune  pasa  por 
cambios  con  el  proceso  de  envejecimiento.  Queda  por 
establecer  a cuanto  corresponde  cambios  intrínsecos 
en  las  células  y a cuanto  corresponde  cambios  extrínse- 
cos en  el  ambiente  celular. 
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NOTA  DEL  EDITOR 

Los  conceptos  básicos  de  inmunología  y los 
componentes  del  sistema  inmune  son  ampliamente 
discutidos  por  la  Dra.  Santaella  en  el  número 
correspondiente  al  mes  de  abril  de  1981  vol73(4):132 
del  Boletín  de  la  Asociación  Médica  de  Puerto  Rico. 
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Los  cambios  anatómicos  y fisiológicos  presentes  du- 
rante el  embarazo  predisponen  a la  mujer  a infecciones 
de  orina.  Se  ha  debatido  que  estas  infecciones  podrían 
provocar  partos  prematuros.  ^ Por  otro  lado,  el  uso 
inapropiado  de  antibióticos  puede  representar  riesgo 
para  el  feto;  es  por  esto  que  debemos  conocer  los  anti- 
bióticos utilizados, su  espectro,  y las  complicaciones 
asociadas  a su  uso. 


Definiciones  Clínicas  y Bacteriológicas 

Bacteriuria  se  define  como  la  presencia  de  bacterias 
en  la  orina.  En  bacteriurias  significativas  obtenemos  un 
contaje  de  10^  colonias/ml  o más  de  bacterias  en  una 
muestra  de  orina  fresca.  Si  la  muestra  de  orina  se 
consigue  a través  de  una  punción  suprapúbica,  cual- 
quier crecimiento  de  bacterias  es  significativo.'* 

Dos  términos  utilizados  por  el  clínico  con  frecuencia 
son  cistitis  y pielonefritis.  Cistitis  es  el  síndrome  de 
frecuencia  urinaria  y disuria;  mientras  que  pielonefritis 
define  el  síndrome  de  dolor  en  losflancos,  dolor  a la  pal- 
pación, hiperpirexia  acompañada  de  bacteriuria  y en 
ocasiones,  hematuria.'* 


Reinfección  y Recidiva 

Uno  de  los  principales  problemas  que  confronta  el 
médico  es  la  repetición  de  las  infecciones  urinarias.  Po- 
demos subdividir  estas  recaídas  en  dos  tipos,  reinfec- 
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ción  y recidiva.  Reinfección  se  define  como  la  reapari- 
ción de  la  bacteriuria  luego  de  tratamiento  con  un 
organismo  diferente  al  aislado  inicialmente.  La 
reinfección  con  el  mismo  organismo  no  la  podemos 
diferenciar  de  la  recidiva,  que  usualmente  ocurre 
durante  las  primeras  seis  semanas  luego  de 
descontinuar  el  tratamiento  y se  debe  a la  persistencia 
del  organismo  en  el  tracto  urinario. '•s.e 
Infecciones  En  Las  Vías  Urinarias  Asociadas  al 
Embarazo 

Durante  el  embarazo  ocurren  cambios  anatómicos  y 
fisiológicos  en  el  riñón  tales  como  dilatación  en  la 
pelvis  renal,  los  cálices  y los  ureteres.  Se  postula  que  la 
dilatación  del  sistema  colector  es  el  resultado  de  los 
cambios  hormonales  y el  efecto  mecánico  de  un  útero 
agrandado.  Estos  cambios  persisten  de  uno  a seis 
meses  después  del  parto. 

La  hipotonía  del  músculo  liso  de  la  vejiga  urinaria,  la 
dilatación  de  los  ureteres  y la  pelvis  renal  crean  una 
columna  estática  de  la  orina  uretral,  facilitando  la  mi- 
gración ascendente  de  las  bacterias  a través  del  sistema 
colector  superior,  y explicando  el  desarrollo  de  infeccio- 
nes del  parénquima  renal  luego  de  establecida  una  in- 
fección en  la  vejiga  urinaria.'^  A esto  podemos  añadir, 
que  la  hipoquinesia  del  sistema  colector  va  a disminuir 
significativamente  el  flujo  de  orina,  disminuyendo  de 
esta  forma  la  habilidad  "normal”  del  riñón  de  eliminar 
los  organismos. 

Lo  que  es  de  controversia  aún,  es  si  el  embarazo 
aumenta  el  riesgo  de  infecciones  en  la  vejiga  urinaria. 
Repasaremos  algunos  datos  que  nos  ayudan  a aclarar 
este  concepto. 

En  la  mujer  embarazada  la  incidencia  de  bacteriuria 
es  de  3 a 7%;  sólo  el  50%  de  estas  mujeres  presentan 
síntomas.  Esta  incidencia  es  similar  a la  población  de 
mujeres  no  embarazadas,  de  igual  edad  y de  igual 
estado  socioeconómico.  Por  el  alto  número  de  mujeres 
asintomáticas  con  bacteriuria  (Tabla  1 se  recomienda 
al  médico  hacer  un  examen  de  orina  y cultivo  en  la 
primera  visita  prenatal  y luego  repetirlo  trimestralmen- 
te ^■**  pues  el  1 .5%  de  las  mujeres  embarazadas  que 
presentan  cultivos  de  orina  negativos  en  su  primera 
visita  prenatal  van  a desarrollar  bacteriuria  significativa 
subsiguientemente.*  ®**3 
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TABLA  I 
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Método  de  Tratamiento  de  una  Mujer  Embarazada  con  Bacteriuria 


(-) 

repetir  cultivo  de  orina 
cada  trimestre  del 
embarazo 


Cultivo  de  orina  en  la  primera  visita  prenatal 

í + ) 

Tratamiento  con  antibiótico 
por  dos  semanas 

Recultivar 4 


(-) 

Recultivar  1,  3 meses  y 
en  los  subsiguientes  tri- 
mestres del  embarazo 


(-) 


I 

Después  de  6 
semanas  infec- 
ción original 


(+-)■ 


Tratamiento  por 
antibiótico  por 
dos  semanas 


Recultivar 
I 


Antes  de  6 
semanas 


Tratamiento  por 
antibiótico  por 
seis  semanas 


Recultivar 
(dos  semanas) 

__J 


(IVP)  post-parto  — 


(+) 

Considerar  Uso 
Alterno  de 
Antibiótico 


Por  otro  lado,  sólo  el  50%  de  las  mujeres  con  el 
'síndrome  de  cistitis  tienen* bacteriuria.  La  otra  mitad 
presentan  el  síndrome  agudo  uretral.®  ® El  síndrome 
agudo  uretral  se  define  como  la  presencia  de  frecuen- 
cia urinaria  y disuria  sin  la  presencia  de  bacteriuria 
\ significativa.'’  Muchas  de  las  mujeres  con  el  síndrome 
uretral  y piuría  al  hacerles  una  punción  suprapública  o 
una  cateterización  vesical  se  aíslan  organismos  tales 
como  coliformeo  S.  saprophyticus.’^  Por  el  contrario,  si 
la  orina  vesical  es  estéril,  el  organismo  a considerar  es 
Chlamydia  trachomatis.  ® Si  el  mismo  síndrome  se 
presenta  en  mujeres  de  clase  socioeconómica  baja 
debemos  sospechar  y descartar  una  infección  por  N. 
gonorrhoeae.® 

Es  importante  que  reconozcamos  a la  mujer 
embarazada  con  bacteriuria,  pues  si  no  está  adecuada- 
mente tratada  tiene  de  20  a 30%  de  riesgo  de  desarrollar 
pielonefritis.’  ’o  ’3 1'*  ’5  por  otro  lado,  el  manejo  apropia- 
do de  la  bacteriuria  reduce  hasta  un  90%  el  riesgo  de 
desarrollar  esta  complicación.’  ^ ® 

Aunque  no  existen  datos  definitivos,  muchos  investi- 
gadores han  relacionado  las  infecciones  del  tracto  uri- 
nario durante  el  embarazo  con  parto  prematuro  y un  alto 
riesgo  fetal. 

Sin  embargo  otros  correlacionan  la  pielonefritis  con 
el  parto  prematuro  y no  así  la  bacteriuria  asintomáti- 
ca.’ ’9  ’0  Kass  en  el  1 959’'’  asoció  tanto  la  bacteriuria 
asintomática  como  la  pielonefritis  con  parto  prematuro, 
y desde  entonces  los  investigadores  no  han  llegado  a un 
acuerdo.2  3 i2  le  w la  p j Ljttie  1966’’  presenta  datos 
donde  demuestra  que  el  porciento  de  partos  prematuros 


en  las  madres  sin  bacteriuria  y las  mujeres  con  bacte- 
riuria fácil  de  erradicar  es  similar  (7%),  mientras  que  en 
la  mujer  cuya  bacteriuria  es  difícil  de  erradicar  el 
porciento  aumenta  a 1 2.5%.  Este  último  grupo  de  muje- 
res al  examinarlas  cuidadosamente  se  encuentra  que 
tienen  infección  en  el  parenquima  renal  o que  presen- 
tan anormalidades  en  el  tracto  genitourinario. 

Otro  dato  importante  a considerar  al  hablar  de  infec- 
cionesdeltractourinarioes  el  siguiente:  se  ha  encontra- 
do que  el  38%  de  las  pacientes  con  bacteriuria  durante 
el  embarazo  continúan  teniendo  cultivos  de  orina  posi- 
tivos hasta  14  años  más  tarde.  Peor  aún,  mu- 
chas de  estas  mujeres  tienen  una  habilidad  de 
concentración  disminuida  y presentan  pielogramas 
endovenosos  anormales  indicando  que  existe  daño  al 
parénquima  renal,  ” ’9  recalcándose  así  la  importancia 
de  detectar  estas  personas  temprano  en  la  enfermedad. 

La  probabilidad  de  tener  una  infección  del  tracto 
urinario  en  las  pacientes  que  presentan  más  de  10® 
col. /mi.  en  un  primer  cultivo  de  orina  es  de  80%  y esta 
probabilidad  aumenta  hasta  un  96%  si  esta  concentra- 
ción de  bacterias  se  observa  en  dos  cultivos  de  orina 
sucesivos.®  ” Con  estos  datos  debemos  buscar  bacte- 
riuria desde  la  primera  visita  prenatal  y si  el  cultivo  ini- 
cial es  negativo  éste  se  debe  repetir  en  cada  trimestre  y 
seis  semanas  post-parto.  Si  el  cultivo  inicial  demuestra 
una  bacteriuria  significativa  en  una  paciente  asintomá- 
tica se  debe  repetir  y si  positivo  tratar  a la  paciente.  Por 
otro  lado,  si  el  segundo  cultivo  fuese  negativo  se  debe 
repetir  un  tercero,  que  de  ser  positivo  es  indicación  de 
tratamiento.” 
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Infecciones  Urinarias  y el  Embarato 


Aunque  sabemos  que  las  infecciones  del  tracto  urina- 
ro  recurren;;no;existen  criterios  definidos  sobre  el  usode 
antibióticos  profilácticos  luego  de  tratamiento  en  la 
mujer  embarazada.  En  otras  poblaciones  de  pacientes 
con  infecciones  recidivantes  se  ha  recomendado  trata- 
miento profiláctico  con  drogas  como  trimetropin  - sulfa 
o nitrofurantoin.”  20  21  sin  embargo,  estudios  recientes 
correlacionan  la  presencia  de  organismos  multiresis- 
tentes  al  uso  prolongado  de  trimetropinsulfa.^’  22  23 

ETIOLOGIA 

Más  del  80%  de  las  infecciones  de  orina  agudas  son 
secundarias  a E.  coli.  El  E.  colisepuede cultivar  hasta 
en  el  95%  de  las  mujeres  que  tienen  su  primera  infec- 
ción de  orina,  disminuyendo  este  porciento  a medida 
que  las  mujeres  sufren  de  infecciones  de  orina 
repetidas. 

Un  número  menor  de  estas  infecciones  (4%  respecti- 
vamente) está  causadas  por  Proteus  y Klebsiella- 
Enterobacter  y alrededor  del  1%  de  las  infecciones  de 
orina  son  secundarias  a Enterococci.  Ocasionalmente 
se  pueden  aislar  Pseudomonas,  Estafilococo, 
Estreptococo,  hongos  y virus. ^ ® 19 

En  resumen,  podemos  ver  diferencias  en  los  organis- 
mos aislados  de  pacientes  con  infecciones  primarias  y 
pacientes  con  infecciones  repetidas.  Estos  últimos 
pacientes  tienen  predominancia  de  organismos  tales 
como  los  últimos  mencionados:  Proteus  y Klebsiella; 
bajando  el  porciento  de  E.  coli  como  organismo 
predominante. 

Por  otro  lado,  si  la  infección  de  orina  es  adquirida  en 
ambiente  de  hospital,  debemos  tener  en  menteorganis- 
mos  tales  como  Aerobacter,  Providencia  y Proteus- 
Indol  positivo  (P.  rettgeri,  P.  vulgaris  y P.  morgagni). 
Muchos  de  estos  organismos  a menudo  son 
multiresistentes  a los  antibióticos  que  se  usan  rutina- 
riamente. 


DIAGNOSTICO 

Al  considerar  el  diagnóstico  de  infección  en  el  tracto 
urinario  tenemos  que  considerar  que  el  cuadro  de 
disuria,  frecuencia  urinaria  y nocturia  que  reconocemos 
come  cistitispuede  estar  asociado  o noa  lapresenciade 
bacteriuria  significativa.  De  igual  forma,  el  cuadro 
clínico  que  comunmente  reconocemos  como  pielone- 
fritis,  dolor  en  los  flancos,  fiebre  y escalofríos,  no  siem- 
pre está  asociado  con  bacteriuria  y que  por  otro  lado, 
existen  pacientes  asintomáticos  que  si  presentan  bac- 
teriuria de  más  de  cien  mil  colonias  por  milímetro  de 
orina.  Es  por  esto  que  es  indispensable,  primero,  saber 
si  existe  o no  bacteriuria,  y segundo  saber  de  donde 
proviene  ésta.  Para  localizar  las  infecciones  existen 
varios  métodos  que  pueden  utilizarse,  tanto  directos 
como  indirectos.  Los  métodos  directos  para  investigar  el 
lugar  de  la  infección  urinaria  son  demasiado  cruentos 
para  su  uso  rutinario.  Entre  estos  métodos  está  la  cate- 
terización bilateral  de  los  ureteres,  y la  técnica  de  lavado 
vesical  que  por  su  invasividad  no  son  prácticas,  y menos 
en  la  mujer  embarazada. ^ 25 

Existen  métodos  indirectos,  como  la  habilidad 
máxima  de  concentración  (alterada  en  el  paciente  con 
pielonefritis),  la  detección  sérica  de  títulos  de 
anticuerpos  (presentes  en  el  paciente  con  daño  al 


parénquima  renal),  enzimas  lisosomales  en  la  orina 
(también  presentes  en  los  pacientes  con  pielonefritis)  y 
finalmente  la  prueba  más  recientemente  usada,  el 
método  de  detección  sérica  de  bacterias  cubiertas  por 
anticuerpos  por  el  método  de  inmunofluorescencia.26 
La  teoría  envuelta  en  este  último  método  es  que  la 
bacteria  antigénica  multiplicándose  en  el  parénquima 
renal  estimula  la  formación  específica  de  anticuerpos 
que  van  a cubrir  las  bacterias.  Estos  complejos  se 
pueden  detectar  microcópicamente  en  la  orina  por 
medio  de  la  técnica  de  anticuerpos  fluorescentes 
indirectos.  De  estas  técnicas  indirectas  mencionadas, 
las  primeras  son  poco  definitivas  en  un  paciente  parti-  Ij 
cular,  pero  la  última  promete  ser  confiable  y de  granjl 
valor  en  un  futuro  cercano.  Por  ahora,  sin  embargo,  no 
podemos  localizar  el  nivel  de  la  infección  urinaria: 
rutinariamente. 8 25 

Definimos  ya  bacteriuria  significativa,  y este  hallazgo  j 
es  indicación  de  tratamiento.  Muchas  veces  la  íj 
bacteriuria  está  acompañada  de  piuría  o'cilindros”  delj 
células  blancas,  pero  esto  solamente,  no  necesaria-l, 
mente  indica  infección.  í 

Como  regla,  el  contenido  de  bacterias  en  la  orina  se* 
determina  con  mayor  exactitud  en  la  primera  orina  de  la^ 
mañana;  y algunos  consideran  que  excepciones  a la» 
regla  de  10^  col. /mi.  de  orina  son  las  siguientes;  1)1 
aislar  organismos  tales  como  Estafilococo,  Enterococo,  ’ 
levaduras  y hongos,  2)  cultivos  sucesivos  con  poco  j 
menos  de  100,000  col. /mi.,  pero  siempre  aislado  el, 
mismo  organismo,  3)  muestra  de  orina  obtenida  por^  . 
aspiración  suprapúbica,  4)  obtener  la  muestra  de  orina 
ya  sea  por  cateterización,  o por  diversión  del  ureter  o > 
ileo  y,  5)  pacientes  con  frecuencia  urinaria. 

PRINCIPIOS  Y TRATAMIENTO 


Existen  ciertos  conceptos  básicos  del  tratamiento  ¡j 
de  infecciones  urinarias  que  vamos  a repasar.  Para  b 
comenzar,  debemos  aumentar  el  flujo  de  orina,  y de  ; 
esta  forma  tomar  ventaja  de  las  defensas  renales  j 
normales  contra  infecciones,  y en  una  mujer  r 
embarazada  esto  lo  logramos  aumentando  su  ingesta  ■ 
de  líquidos  y colocándola  en  posición  recumbentejj 
lateral  izquierda.  Segundo,  se  debe  dar  tratamiento  de  5¡ 
antibiótico  específico.  El  tratamiento,  en  condiciones 
usuales,  es  de  diez  días.  Los  antibióticos:, 
recomendados  como  la  primera  "línea”  incluyen  las  ' 
sulfonamidas,  ampicilinas,  cefalexina  y nitrofurantoin,  I 
pero  algunos  de  estos  no  se  recomiendan  en  la  mujer : 
embarazada.  Estos  antibióticos,  en  la  dosis; 
recomendada  erradican  la  bacteriuria  en  cerca  de  un; 
70-80%  de  las  pacientes.  2.10,12  Más  adelante 
mencionaremos  datos  específicos  de  cada  antibiótico: 
Finalmente,  las  infecciones  repetidas  son  indicación 
de  una  evaluación  urológica  completa  cuando  los 
cambios  anatómicos  asociados  con  el  embarazo 
reviertan  a lo  normal,  y esto  ocurre  a las  seis  semanas 
post-parto.® 
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TERAPIA  DE  ANTIBIOTICOS 

Existen  dos  conceptos  básicos  en  el  tratamiento  con 
antibióticos  cuando  vamos  a escoger  la  droga  a 
utilizarse.  Primero,  no  debe  ser  tóxica  al  feto  o a la 
madre  y segundo,  debe  ser  efectiva.  Se  ha  hablado 
recientemente  del  tratamiento  de  antibiótico  con  una 
sola  dosis;  y se  ha  enfatizado  que  es  efectiva  para 
erradicar  infecciones  de  orina  del  tracto  urinario  bajo.^s 
Para  esto  hay  que  hacer  una  distinción  del  sitio  de 
infección  y como  sabemos,  esto  no  es  fácil  determinarlo 
clínicamente,  ni  con  los  métodos  usuales  de  laboratorio, 
por  lo  que  todavía  se  recomienda  el  tratamiento  de  7- 1 0 
días  a toda  mujer  embarazada  con  bacteriuria.^ 
También  es  importante  saber  que  la  concentración  del 
antibiótico  es  en  la  orina;  y no  en  suero,  lo  que 
correlaciona  con  la  respuesta  del  paciente. 

Finalmente,  procedamos  a repasar  brevemente  los 
antibióticos  comunmente  usados  en  infecciones 
urinarias  y sus  complicaciones  para  las  mujeres 
embarazadas. 

1.  Ampicilinas  - este  antibiótico  alcanza  altas 
concentraciones  en  la  orina.  Se  puede  utilizar  durante 
todo  el  embarazo  con  muy  pocas  complicaciones.  Es 
efectivo  contra  la  mayoría  de  las  E.  coli  (no  adquiridas 
en  el  hospital)  y la  mayoría  de  los  Proteus  mirabilis, 
pero  no  tiene  efecto  en  contra  de  Klebsiella  y 
Pseudomonas.  Las  dosis  comúnmente  utilizadas  son  de 
500 mg.  a 1 gm.  oral  cuatro  veces  al  día.  La  Amoxicilina 
tiene  igual  espectro,  pero  adquiere  mayor 
concentración  en  suero  y orina. 

2.  Cefalosporina  - Se  puede  utilizar  durante  todo  el 
embarazo,  con  pocas  complicaciones.  Son  efectivas 
contra  los  microorganismos  gram-positivos 
(excluyendo  los  Enterococos)  y gram-negativos.  Keflex 
(Cefalexina)  es  efectivo  en  infecciones  de  orina 
causadas  por  E.  coli.  P.  mirabilis,  Klebsiella.  No  tiene 
actividad  en  contra  de  Proteus  indol  positivo,  ni 
Enterobacter,  Pseudomonas  o Serratias.  Las  dosis  usua 
les  son  de  250  mg.  a 500  mg.  oral  cuatro  veces  al  día. 

3.  Sulfamídas  - Esta  droga  al  igual  que  las  anterio- 
res alcanza  altos  niveles  en  la  orina.  Se  puede  utilizar 
durante  los  dos  primeros  trimestres  del  embarazo 
solamente.  En  el  último  trimestre  no  se  debe  utilizar, 
pues  compite  con  el  sitio  de  unión  de  bil  irubina  en  la 
albúmina  plasmática  y puede  causar  hiperbilirubine 
mía  así  como  kernicterus  en  el  recién  nacido  (el  sistema 
de  acétil  transferasa  del  niño  está  inmaduro)  y anemia 
hemolítica  en  las  pacientes  con  deficiencia  del  G-6PD. 
Su  espectro  de  acción  es  amplio,  pues  cubre  E.  coli,  P. 
mirabilis,  muchas  cepas  Indol  positivas  y Klebsiella; 
mientras  que  las  Pseudomona  y Aerobacter  son  resis- 
tentes. Las  dosis  de  Sulfisoxazol  o Gantrisin  es  de  1 
mg.  oral  cuatro  veces  al  día. 

4.  Nitrofurantoin  - Se  utiliza  sólo  en  los  dos  prime- 
ros trimestres  del  embarazo;  puede  causar  anemia 
hemolítica  en  pacientes  con  G-6PD.  Es  efectiva  contra 
la  mayoría  de  los  patógenos  gram-páositivos  y gram- 
negativos:  pero  no  es  efectivo  contra  las 
Pseudomonas  y algunas  cepas  de  Klebsiella.  La  dosis 
recomendada  es  de  100  mg.  oral  cuatro  veces  al  día. 
También  alcanza  altas  concentraciones  en  la  orina. 

5.  Gentamícina  - Su  uso  está  indicado  en  infeccio- 
nes serias  y se  puede  utilizar  durante  todo  el 
embarazo,  sin  complicaciones  específicas  para  la  mujer 
embarazada.  Este  antibiótico  cubre  las  bacterias  gram- 


negativas  incluyendo  Pseudomonas  y Proteus,  Pero  no 
a Bacteroides.  Su  administración  es  endovenosa  en 
dosis  de  1.5  mg/kg  q.  8 h,  x creatinina  sérica. 

6.  Trimetropin  - sulfa  - no  se  recomienda  su  uso  en  el 
embarazo  por  su  posible  teratogenicidad.  La  dosis  usual 
recomendada  en  la  mujer  no  embarazada  es  de  2 tabs, 
orales  cuatro  veces  al  día. 

7.  Tetraciclína  - No  se  recomienda  su  uso  durante  el 
embarazo. Este  antibiótico  cruza  la  placenta  causan- 
do decoloración  en  los  dientes  del  feto.  Además  puede 
causar  necrosis  aguda  del  hígado  de  la  madre.  La  dosis 
recomendada  para  la  mujer  no  embarazada  es  de  250- 
500  mg  q.i.d.  por  via  oral  Al  igual  que  todos  los  demás 
mencio  nados  en  esta  serie  de  antibióticos  éste  alcanza 
buenos  niveles  en  la  orina  y es  efectivo  contra 
muchos  patógenos  usuales. 

Una  vez  se  comienza  el  tratamiento  de  los  antibióti- 
cos se  debe  repetir  los  cultivos  de  orina  48-72  hrs  más 
tarde,  dos  semanas  luego  de  descontinuar  el  tratamien- 
to de  antibióticos  y a intervalos  regulares  (mensuales) 
por  el  período  de  gestación  restante.'® 

Si  el  paciente  sufre  una  recidiva  de  infección 
urinaria  se  deben  buscar  las  anormalidades  renales  y 
considerar  continuar  el  tratamiento  con  antibióticos  por 
seis  semanas.  Si  luego  de  seis  semanas  de  tratamiento 
ocurre  la  recidiva,  entonces  se  debe  considerar  seis 
meses  de  terapia.  De  ocurrir  re-infección  sería  conve 
niente  repetir  un  curso  de  antibióticos  por  siete  días.' 
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In  the  treatment 
of  insomnia 


Good  mornings 
start  with  restful  nights. 


Oalmane  (flwazepam  HO/Roche)  i 

patients  fall  asleq)  faster, 
sleep  longer  and  seldom  awaken 
with  morning  hangover. 

Feeling  well  rested  in  the  morning  usually  means 
having  slept  well  the  night  before.  And  for  insomniac 
patients  receiving  hypnotic  therapy,  a good  morning  also 
means  awakening  with  few  side  effects  from  their  medica- 
tion. Many  physicians  choose  Dalmane  for  their  patients 
who  suffer  from  insomnia  for  this  very  reason. 

Aside  from  enabling  patients  to  fall  asleep  more 
quickly  and  sleep  longer,  Dalmane  seldom  causes  morning 
hangover.  Most  Dalmane  patients  feel  alert  and  refreshed 
when  they  awaken.  In  53  paired-night  clinical  studies 
comparing  Dalmane  and  placebo  in  2010  insomniac 
patients  with  a variety  of  secondary  diagnoses,  most 
Dalmane  patients  awakened  more  alert  and  refreshed,  and 
less  groggy  and  drowsy,  than  on  nights  when  they  had 
taken  only  placebo.'  In  a double-blind  crossover  study  of 


42  patients  in  private  practice,  approximately  three  times 
as  many  patients  reported  feeling  refreshed  and  alert  upon 
awakening  after  a night  on  Dalmane  (flurazepam/Roche) 
compared  to  placebo  nights. ^ This  difference  was  highly 
significant  (p<0.001).  And  a retrospective  study  of  2542 
hospitalized  patients  who  received  Dalmane  revealed  only 
a 3.1%  incidence  of  side  effects.^ 

While  residual  effects  from  Dalmane  therapy  are 
infrequent,  patients  should  be  cautioned  about  drinking 
alcohol,  driving  or  operating  hazardous  machinery  after 
ingesting  the  drug. 

EEBcacy  cind  safety  in  a broad 
range  of  patient  types. 

Over  2000  clinical  trials  involving  more  than 
10,000  patients  have  shown  that  Dalmane  patients  fall 
asleep  sooner,  sleep  longer  and  experience  fewer  nocturnal 
awakenings.''  The  safety  and  efficacy  of  Dalmane  have 
been  demonstrated  in  medical  and  surgical  hospitalized 
patients,  in  patients  seen  in  office  practice  and  in  elderly 
patients. 5 * Since  the  risk  of  oversedation,  dizziness,  confu- 
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Sion  and/or  ataxia  increases  with  larger  doses  in  the  elder- 
ly, it  is  recommended  that  the  dosage  be  limited  to  1 5 mg. 

Moreover,  the  efficacy  and  safety  of  Dalmane  for  the 
treatment  of  insomnia  have  been  demonstrated  in  thou- 
sands of  patients  with  a variety  of  primary  medical  condi- 
tions, including  cardiovascular,  neuropsychiatric,  endocrine- 
metabolic,  gastrointestinal,  genitourinary,  respiratory  and 
musculoskeletal  disorders.'  Dalmane  (flurazepam  HCl/Roche) 
is  contraindicated  in  pregnancy  and  in  patients  hypersensi- 
tive to  the  drug. 
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Rebound  insomnia— a worsening  of  sleep  beyond 
pretherapy  levels  after  drug  discontinuation— has  been 
reported  as  a potential  clinical  problem  with  some  hypnot- 
ics.However,  this  problem  has  not  been  reported  with 
Dalmane.  In  eight  out  of  eight  sleep  laboratory  studies, 
there  were  no  reports  of  rebound  insomnia."  When  you 
prescribe  Dalmane,  you  can  be  confident  of  efficacy  that 
enhances  therapeutic  progress.  Your  insomniac  patients  can 
be  assured  of  a restful  night,  night  after  night— a good  start 
for  a good  morning. 
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Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 
Indications:  Effective  in  all  types  of  insomnia  charac- 
terized by  difficulty  in  falling  asleep,  frequent  nocturnal 
awakenings  and/or  early  morning  awakening;  in 
patients  with  recurring  insomnia  or  poor  sleeping  habits; 
in  acute  or  chronic  medical  situations  requiring  restful 
sleep.  Objective  sleep  laboratory  data  have  shown 
effectiveness  for  at  least  28  consecutive  nights  of 
administration.  Since  insomnia  is  often  transient  and 
intermittent,  prolonged  administration  is  generally  not 
necessary  or  recommended.  Repeated  therapy  should 
only  be  undertaken  with  appropriate  patient  evaluation. 
Gantraindications:  Known  hypersensitivity  to  fluraze- 
pam  HCI;  pregnancy.  Benzodiazepines  may  cause  fetal 
damage  when  administered  during  pregnancy.  Several 
studies  suggest  an  increased  risk  of  congenital  malforma- 
tions associated  with  benzodiazepine  use  during  the  first 
trimester.  Warn  patients  of  the  potential  risks  to  the 
fetus  should  the  possibility  of  becoming  pregnant  exist 
while  receiving  flurazepam.  Instruct  patient  to  discon- 
tinue drug  prior  to  becoming  pregnant.  Consider  the 
possibility  of  pregnancy  prior  to  instituting  therapy. 
Warnings:  Caution  patients  about  possible  combined 
effects  with  alcohol  and  other  CNS  depressants.  An 
additive  effect  may  occur  if  alcohol  is  consumed  the 
day  following  use  for  nighttime  sedation.  This  potential 
may  exist  for  several  days  following  discontinuation. 
Caution  against  hazardous  occupations  requiring  com- 
plete mental  alertness  {e.g. , operating  machinery,  driv- 
ing) . Potential  impairment  of  performance  of  such 
activities  may  occur  the  day  following  ingestion.  Not 
recommended  for  use  in  persons  under  1 5 years  of 
age.  Though  physical  and  psychological  dependence 
have  not  been  reported  on  recommended  doses, 
abrupt  discontinuation  should  be  avoided  with  gradual 
tapering  of  dosage  for  those  patients  on  medication  for 
a prolonged  period  of  time.  Use  caution  in  adminis- 
tering to  addiction-prone  individuals  or  those  who 
might  increase  dosage. 

Precautions:  In  elderly  and  debilitated  patients,  it  is 
recommended  that  the  dosage  be  limited  to  15  mg  to 
reduce  risk  of  oversedation,  dizziness,  confusion  and/or 
ataxia.  Consider  potential  additive  effects  with  other 
hypnotics  or  CNS  depressants.  Employ  usual  precau- 
tions in  severely  depressed  patients,  or  in  those  with 
latent  depression  or  suicidal  tendencies,  or  in  those 
with  impaired  renal  or  hepatic  function. 

Adverse  Reactions:  Dizziness,  drowsiness,  lighthcad- 
edness,  staggering,  ataxia  and  falling  have  occurred, 
particularly  in  elderly  or  debilitated  patients.  Severe 
sedation,  lethargy,  disorientation  and  coma,  probably 
indicative  of  drug  intolerance  or  overdosage,  have  been 
reported.  Also  reported:  headache,  heartburn,  upset 
stomach,  nausea,  vomiting,  diarrhea,  constipation,  G1 
pain,  nervousness,  talkativeness,  apprehen.sion.  imtabil- 
ity,  weakness,  palpitations,  chest  pains,  body  and  joint 
pains  and  GU  complaints.  There  have  also  been  rare 
occurrences  of  leukopenia,  granulcxytopenia,  sweating, 
flushes,  difficulty  in  focusing,  blurred  vision,  burning 
eyes,  faintness,  hypotension,  shortness  of  breath,  pruri- 
tus. skin  rash,  dry  mouth,  bitter  taste,  excessive  saliva- 
tion, anorexia,  euphoria,  depression,  slurred  speech, 
confusion,  restlessness,  hallucinations,  and  elevated 
SGOT.  SGPT,  total  and  direct  bilirubins,  and  alkaline 
phosphatase;  and  paradoxical  reactions,  e.g.,  excite- 
ment, stimulation  and  hyperactivity. 

Dosage;  Individualize  for  maximum  beneficial  effect. 
Adults:  30  mg  usual  dosage;  15  mg  may  suffice  in 
some  patients.  Elderly  or  debilitated  patients:  15  mg 
recommended  initially  until  response  is  determined. 
Supplied:  Capsules  containing  15  mg  or  30  mg 
flurazepam  HCI. 
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Jeurofibrom  atosis 
Presenting  As 
An  Asymptomatic 
jAbdomlnal  Mass 

A.E.  Pimentel-Moreno,  M.D. 

Luis  Rivera-Reyes,  M.D. 

Maria  Toro-Sola,  M.D. 

ABSTRACT:  A 9 year  old  girl  with  neurofibromatosis 
developed  an  asymptomatic  abdominal  mass  that  was 
discovered  on  a routine  but  carefully  done  physical 
j examination.  The  mass  proved  to  be  an  abdominal 
plexiform  neurofibroma.  The  need  for  a thorough 
evaluation  and  long  term  follow-up  of  patients  with 
neurofibromatosis  Is  stressed. 


Neurology  clinic  where  a mass  was  found.  She  had 
been  previously  asymptomatic,  except  for  a non 
specific  abdominal  discomfort  and  inability  to  walk 
during  strenous  excersice. 

The  family  history  was  non-contributory. 

Physical  examination  disclosed  an  active,  alert,  fairly 
well  nourished  and  developed  female  with  a head 
circumference  of  56  cm.  (98th  percentile)  weight  of  30 
kg.  (30  th  percentile),  heigh  134  cm.  (60  th  percentile) 
and  BP  90/60.  Herfacies  had  a mild  prognathism  with  a 
2x2  cm.  soft  mass  palpable  on  the  right  ear  concha 
(figure  1 ).  prominent  freckling  of  the  face  with  café-au- 
lait  spots  was  evident,  as  well  as  multiple  café-au-lait 
spots  present  all  over  the  body  ranging  from  0.5  to  2 
cm.  Axillary  freckling  was  present.  The  heart,  chest  and 
lungs  were  normal.  A 1 2x  14cm.  soft,  depressible,  non- 
mowable  mass  was  palpable  at  the  LUQ  of  the 
abdomen.  Scoliosis  was  noted  concave  to  the  left  with  a 
5x7  cm.  mass  at  the  left  costovertebral  angle.  The  skin 
of  the  abdomen  revealed  subcutaneous  masses  of  1 x 1 
cm.  that  were  also  present  on  the  back.  The  neurologic 
examination  revealed  no  weakness,  reflex  asymmetry, 
pathological  signs  or  sensory  levels.  The  iris  and  the 
ocular  fundus  failed  to  reveal  fibromas. 


Neurofibromatosis  (NF)  or  Von  Recklinghausen's 
disease,  one  of  the  phakomatoses,  includes  features 
such  as  café-au-lait  spots,  fibromas  and  axillary 
freckling.’  It  is  a multysistemic  genetic  disease  with 
such  findings  as  kyphoscoljosis,  scalloping  of  vertebral 
bodies,  orbital  dysplasia  and  elephantiasis.  Patients 
may  exhibit  benign  neoplasias  (visceral  neurofibromas, 
lipomas,  hemangiomas)  and  central  nervous  system 
related  tumors  such  as  pheochromocytomas,  acoustic 
neuromas,  astrocytomas,  apudomas  and  gliomas. 
Other  malignant  tumors  found  are  liposarcomas, 
leiomyosarcomas  and  fibrosarcomas.  Its  varied 
manifestations  make  this  disease  a very  challenging 
and  fascinating  subject  of  study  and  patient  care. 

It  is  our  purpose  to  report  a case  of  NF  that  presented 
as  an  asymptomatic  left  upper  quadrant  (LUQ)  mass  ina 
a girl  with  café-au-lait  spots  and  auxiliary  freckling  as 
markers. 

CASE  REPORT 

Patient  DAB  is  a 9 years  old,  Puertorrican  female, 
born  to  non-consaguineous  parents,  product  of  a 
normal  delivery  after  an  uneventful  pregnancy  in  whom 
the  mother  noted  multiple  freckles  and  macules  at  birth, 
that  became  more  abundant  after  age  3 years.  Her 
psychomotor  development  was  normal.  A local 
physician  who  found  multiple  hyperpigmented  macules 
referred  her' to  a dermatologist  at  age  seven.  On  the 
basis  of  thecutaneous  lesions,  the  diagnosis  of  NF  was 
made  at  age  8.6  years  she  was  referred  to  the 
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FIGURE  1.  Soft  mass  on  right  ear.  Prominent  freckling  of  the  face  is 
also  evident. 


LABORATORY  STUDIES: 

CBC,  urinalysis,  SMA-20,  VMA  were  all  within 
normal  limits.  X-ray  of  the  chest  revealed  a paraspinal 
mass  in  the  right  cardiophrenic  area  with  scalloping  of 
the  posterior  border  of  the  thoracic  vertebra  and 
associated  levoscoliosis.  An  abdominal  sonogram  (fig. 
2)  demonstrated  a huge,  elongated  mass  in  the  left  flank 
in  the  kidney  posteriorly.  A large  retrogastric  mass 
displacing  the  stomach  was  revealed  by 
roentgenography.  Lung  tomogram  disclosed  a right 
paraspinal,  mass  originating  at  the  level  of  the  fourth 
thoracic  vertebra  and  extending  below  the  diaphragm. 
CAT  scan  of  spine  demonstrated  enlargement  of  the 
superior  mesenteric  artery  and  aorta  was  seen  in  the 
arteriogram.  Ophthalmologic  evaluation  was  normal.  A 
genetic  evaluation  disclosed  that  this  was  a new 
mutation  for  this  familv. 
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FIGURE  2.  Abdominal  sonogram.  Transverse  view  5 cm  below 
xiphoid  process  revealing  a large,  solid  mass  that  compressed  the 
left  kidney.  (Cortesy  of  Or.  Lillian  Conde.  Director  Nuclear 
Medicine,  San  Juan  City  Hospital). 


The  patient  underwent  exploratory  laparotomy.  A 
retroperitoneal,  soft,  multilobular,  cystic  mass 
extending  from  the  diaphragm  and  invading  mesenteric 
roots  was  found.  The  mass  extended  laterally  to  both 
kidneys  and  down  to  the  pelvic  inlet.  Pathologic 
diagnosis  revealed  a plexiform  neurofibroma  of  the 
omental  tissue  (fig.  3)  not  amenable  to  surgery. 


FIGURE  3.  Plexiform  neurofibroma  of  retroperitoneum. 


DISCUSSION 

This  article  presents  a patient  with  NF  who  had  a huge 
abdominal  mass  at  the  age  of  9 years.  Prior  to  age  seven 
the  diagnosis  had  been  missed  despite  the  presence  of 
multiple  café-au-lait  spots  since  birth. 

It  is  our  purpose  to  once  again  remind  Pediatricians 
and  other  health  professionals  of  the  diagnostic 
significance  of  café-au-lait  spots  in  the  neonate  as  well 
as  during  infancy  and  chilhood.  Six  café-au-lait  spots 
over  1 .5  cm  in  diameter  or  axillary  freckles  are  of  parti- 
cular diagnosis  significance,  but  it  is  also  considered  that 
only  five  café-au-lait  of  at  least  .05  cm  can  be  suggestive 
of  the  diagnosis  in  the  pediatric  age  group. ^ Because  NF 
is  a potentially  devastating  disease,  it  is  very  important 
to  diagnose  it  early  in  order  to  establish  a treatment  plan 
for  these  paties. 

Neurofibromatosis  is  an  autosomal  dominant  genetic 
disease  and  attention  is  now  given  in  the  genetic 
literature  to  NF  as  an  old  disease  with  new  perpective. 
The  gene  prevalence  has  been  calculated  as 
14.1/100,000  with  a high  frequency  of  new  mutations. 
The  study  byCarey  et  al^  in  58  families  observed  that 
more  severe  manifestations  do  occur  in  sporadic 
cases.  Riccardi  et  aH  found  two  significant  age  peaks 
for  severe  cases,  the  first  between  13  months  and  5 


years  and  the  second  between  35  to  50  years.  In 
familial  cases.  Miller  etal  - suggested  the  existence  of 
a possible  maternal  effect  eith  early  onset  of  severe 
complications  in  children  born  to  affected  mother.  The  * 
possibility  that  the  gene(s)  involved  may  increase  the 
ability  of  the  beningn  pre-cancerous  cell  in  the  target 
tissue  to  transform  into  a cancer  cell  was  suggested  by 
Sayed  et  al  ® in  three  sibs  with  NF  who  developed  ’ 
sarcomatous  degeneration.  i 

In  our  patient,  the  asymptomatic  extensive  mass  I 
which  was  found  ar  surgery,  revealed  a plexiform 
neurofibroma.  This  lesion  is  described  as  "benign  type 
of  neoplasia",^  eventhough  its  infiltrative  and  invasive 
nature  may  compromise  important  anatomical  ' 
structures  and  prevents  complete  surgical  removal  in 
most  cases.®  Therefore,  we  again  emphasize  early 
diagnosis  as  very  important  in  preventing  complications 
involved  in  the  multisystemic  manifestations  of  this 
disease. 

RESUMEN:  Se  informa  el  caso  de  una  niña  de  9 años 
con  Neurofibromatosis  que  desarrolló  una  masa 
abdominal  asintomática.  Su  presencia  se  confirmó  . 
por  medio  de  un  sonograma  abdominal.  El  análisis 
patológico  miscroscópico  de  la  masa  demostró  un 
Neurofibroma  Plexiforme.  El  caso  enfatiza  la 
necesidad  de  exámenes  periódicos  y seguimiento  a 
largo  plazo  en  los  pacientes  con  Neurofibromatosis. 
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ARTICULOS  ESPECIALES 

I Lipids,  immunily 
. and  Cancer 

Sally  D.  de  Echegaray,  MS 
Eduardo  A.  Santiago  Delpin,  MD 
Julio  Lavergne,  PhD 

ABSTRACT;  The  relationship  between  dietary  fats 
and  cancer  has  been  recognized  for  a long  time. 
Hypotheses  have  varied  with  the  paradigms  in  vogue, 
but  the  last  decade  has  seen  an  increase  in  interest  in 
this  relationship.  We  have  looked  at  the  problem  from 
an  immunological  viewpoint,  and  suggest  that  lipids, 
immunity  and  cancer  are  interrelated,  although 
causation  is  not  proven  and  mechanism  are  unclear. 

RELATIONSHIP  OF  LIPID  AND  CANCER 

The  relationship  between  different  lipids  and  cancer 
was  first  recognized  by  Watson  and  Mellamby  in  1 930”. 
They  noted  that  the  carcinogenic  activity  of  coal-tar  on 
the  skin  of  mice  was  increased  when  its  applications 
were  preceded  by  treatment  of  the  skin  with  certain 
fluid  fats  or  fatty  substances.  They  also  noted  that  the 
carcinogenic  activity  of  this  compound  was  increased  if 
the  experimental  mice  were  maintained  on  a high  fat 
diet.  In  1942,  Tannenbaum  found  that  high-fat  diets 
given  to  mice  increased  the  incidence  of  spontanuous 
breast  and  skin  tumors,  and  shortened  the  meantimeof 
appearance  of  these  tumors  among  the  lipid-fed 
animals. 2 

The  relationship  between  obesity,  high-fat  diets  and 
tumors  was  studied  by  Waxier  in  1 979^  in  mice  which 
were  made  experimentally  obese  by  the  administration 
of  a single  injection  of  goldthioglucose.  These  animals 
; developed  a higher  incidence  of  spontaneous  mammary 
i tumors  with  an  earlier  time  of  appearance,  when 
! compared  to  mice  of  normal  weight.  Furthermore, 

I experimentally  obese  mice  on  a diet  of  10%  corn  oil 
j showed  a higher  incidence  of  tumors  when  compared 
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with  experimentally  obese  mice  fed  a regular-diet. 
Recently,  Rogers  and  Wetsel^  have  reported  that  rats 
fed  a diet  of  20%  corn  oil  presented  an  enhanced 
incidence  of  7,  1 2-dimethylbenz  (a)  anthracene  (DMBA) 
- induced  mammary  tumors,  in  contrast  with  rats  fed  a 
30%  beef  fat  diet  which  had  a decrease  in  tumor 
incidence.  Interestingly,  Ip  and  Sinha^  demonstrated 
that  even  rats  receiving  and  adequate  supplement  of 
selenium  had  an  icrease  in  tumor  incidence  when  corn 
oil  was  used  in  the  diets  when  compared  with  animals 
fed  normal  diets;  thrs  effect  was  also  seen  in  rats  with  a 
deficiency  in  selenium.  Seleniumsupplementsadminis- 
tered  at  levels  above  the  dietary  requirements  had  been 
previously  demonstrated  to  inhibit  carcinogenesis  in 
experimental  animals.® 

Regardless  of  the  type  of  chemical  carcinogen  used  to 
induce  tumors  in  animals,  or  the  type  of  animal  used, 
the  frequency  of  tumors  has  been  observed  to  increase 
when  the  animals  are  fed  a high-lipid  diet.  In  rats  fed  a 
high  lipid  diet  an  increase  in  tumor  induction  was  ob- 
served with  any  of  thefol  lowing  compunds.  aflatoxin-B,T 
DMBA,  ® 1,  2-dimethylhydrazene,  methylazoxymetha- 
nol  acetate,  or  methylnitrosourea.^  An  increase  in 
tumor  induction  by  a high  lipid  diet  has  been  observed  in 
both  rats  and  mice  when  the  same  inducer  1,  2- 
dimethylhydrazene’°  was  used.  This  increase  in 
tumorigenesis  is  not  related  to  strain  specificity. 
Szepsenwol  reported  in  1 966  and  1 978  that  the  same 
frequency  of  tumor  appeared  in  mice  of  different  strains 
maintained  on  a fat-enriched  diet.  The  same  tumor 
incidence  was  reported  by  Chan  and  Dao  in  1 981 , using 
rats  of  different  strains  fed  fat-enriched  diets. The  age 
of  the  animals  does  not  seem  to  be  a factor  either.’'* 
Regarding  the  role  of  nutrition  and  endocrine  interac- 
tions Cohen  and  Chan  showed  that  ovarioectomized 
rats  fed  with  a high-fat  diet  exhibited  an  increase  in 
DMBA  - induced  mammary  tumors  in  comparison  to 
animals  fed  low-fat  diets.’® 

Due  to  the  fact  that  high  fat  diets  enhance  the 
development  of  spontaneous  tumors  as  well  as  tumors 
induced  by  carcinogenic  agents  it  has  been  suggested 
that  the  effects  of  lipid  is  independent  of  the  stimulus 
and  acts  as  a promoter  rather  than  an  initiator  of  carci- 
nogenesis.’® ’®  The  data  available  favors  the  pro- 
moter role  of  lipids  rather  that  the  initiator  role.  An  ini- 
tiator agent  is  defined  as  a substance  which  initliates  a 
process  which  results  in  neoplasia,  irrespective  of  the 
time  of  tumor  appearance;  on  the  other  hand,  a promoter 
agent  is  any  substance  or  condition  that  can  either 
decrease  the  time  of  appearance  of  the  umor,  increase 
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the  number  of  tumor  or  enhance  metastasisJ^*  The 
effect  of  lipids  could  produce  a more  favorable  environ- 
ment for  the  development  and  growth  of  tumor  cells. 2’ 
We  have  hypothesized  in  the  past  that  an  effect  of  lipids 
on  the  immune  response  could  be  responsible  in  part  for 
the  increased  susceptibility  to  all  kinds  of  tumors. 22  The 
evidence  for  this  is  considered  below. 


EFFECTS  OF  LIPIDS  ON  THE 
IMMUNE  RESPONSE 

In  recent  years  attention  has  been  focused  on  the 
effect  of  lipids  on  the  immune  response.  In  part,  these 
studies  have  been  prompted  by  the  relationship  that 
exists  between  cancer  and  lipids,  and  also  as  a probe  to 
study  the  functions  of  the  reticuloendothelial  system. 23 
Hopkins  and  West 20  have  found  that  mice  fed  high-lipid 
diets  present  a higher  incidence  of  tumor  establishment 
after  transplantation  with  mammary  adenocarcinoma. 
Similar  findings  were  also  reported  by  Rao  and 
Abraham  in  1976.2'*  Santiago-Delpin  ans  Szepsenwol 
demonstrated  that  allogeneic  tumor  grafts  survived 
longer  in  mice  fed  high-corn  oil  diets  when  compared  to 
mice  on  normal  diets.25  |n  these  experiments  the  tumor 
transplants  are  probably  handled  as  allografts.  Rejec- 
tion of  skin  allografts  can  be  delayed  in  mice  fed  fat- 
enriched  diets25  or  by  subcutaneous  incoulation  of 
certain  polyunsaturated  fatty  acids  such  as  linoleic 
acid26  before  of  after  skin  grafting. 27  28  29  reduction  in 
both  primary  and  secondary  cytotoxic  responses  of 
spleen  cells  to  skin  allografts  have  been  reported  using 
the  chrominum  release  assay. 2® 

In  1 962,  Stuart  found  that  a single  dose  of  30  mg  of 
cholesterol  oleate  injected  intravenously  into  mice  can 
cause  a severe  inhibition  of  phagocytic  function  in  these 
animals  for  periods  of  two  or  three  days,  as  measured  by 
the  clearance  of  colloidal  carbon. 3° 

Berken  and  Benacerraf,  used  the  same  experimental 
design  of  Stuart  but  administrated  the  lipid  bytihe  oral 
route,  and  obtained  similar  results.®* 

Other  parameters  of  cell-mediated  immunity  such  as 
the  delayed  hypersensitivity  response  of  guinea  pigs  fed 
iipid  diets  has  been  found  to  be  reduced  in  the  first 
challenge  with  both  H . Keyhold  Limpet  Haemocyanin 
(KLH)  and  PPD.®2  The  delayed  hypersensitivity  response 
to  Dinitrochlorobenze  (DNCB)  in  rats  fed  high  lipid  diets, 
especially  corn  oil,  was  found  to  be  reduced  in  our 
laboratories  too.®® 

All  routes  of  administration  of  lipids  yield  similar 
results;  oral  route, 23  intravenous  route,®®  or 
subcutaneous  route. 2®  This  effect  can  be  reserved  to  the 
normal  state  3 or  4 days  after  the  last  administration  of 

lipids. 23  27 

Polyunsatured  fatty  acids  (PUFA)  have  been  observed 
to  have  a greater  inhibitory  effect  on  the  immune 
response  system  than  saturated  fatty  acids,  33  34  35  36  37 
but  both  have  inhibitory  effects.  PUFA  stimulate  tumor 
growth  more  effectively  than  saturated  fatty  acids®®  ’®  ®® 
and  the  rejection  of  skin  allografts  are  also  delayed  more 
inoculation  of  E.  coll  than  rats  fed  normal  diets.^®  The 
diets,  by  Kelly  in  human  lymphocytes,^®  by  Maccecchini 
the  lipid  content  of  diets.  The  oral  administration  of 
with  an  immunosuppressive  role.*®  26  40  4i 

As  in  cancer  states,  the  immune  defense  against 
infectious  diseases  has  been  found  to  be  altered  in 
animals  which  have  been  fed  high-lipid  diets. 


Lipids.  Immunity  and  Cancm  \ 

Hedgecock  showed  that  an  increased  resistance  to 
tuberculosis  coul  be  achieved  with  a diet  of  coconut  oil, 
but  this  does  not  occur  with  a diet  of  lard  or 
methyllinoleate,  indicating  a variable  effect  of  lipids  1 
upon  the  immune  system. '*2  We  have  recently^ 
demonstrated  that  rats  fed  high-lipid  diets  are  morel 
susceptible  to  sepsis  induced  by  intraperitoneal 
inoculation  of  E.  coli  than  rats  fed  normal  diets. ‘‘®  The  ^ 
corn  oil  diet  seems  to  have  the  most  pronounced  effect  i 
in  the  induction  of  the  susceptibility  to  sepsis  causing  a 
mortality  rate  of  1 00%  among  the  animals  at  24  hr  post 
sepsis,  but  conocut  oil  and  cholesterol  diets  also 
showed  a deleterious  effect. 

Other  in  vitro  parameters  of  cell-mediated  immunity  , 
are  effected  by  lipid  diets.  We  have  shown  that 
migration  inhibition  of  macrophages  is  affected  by  lipid 
diets. ®2  Similar  results  are  reported  by  Uttermohlen  by  1 , 
incubating  sensitized  cells  with  various  lipids,  '*'*  by  1 
Offner  and  Claussen,®®  Mi  ha  s'*®  and  Mertin '*®  testing  for 
PHA  blastogenesis,  by  Kollmorgen®®  in  rats  fed  high  fat 
diets,  by  kelly  in  human  lymphocytes,'*®  by  Maccecchini 
using  Concanavalin-A.'*2 

Finally,  the  humoral  system  can  also  be  affected  by 
the  lipid  content  of  diets.  The  oral  administration  of 
certain  lipids  can  produce  a reduction  in  the  formation 
of  immunoglobulins. 2®  ‘*8 

This  effect  is  more  pronounced  in  animals  fed  diets 
which  are  high  in  corn  oil®®  ®®  and  in  cholesterol.®®  We 
have  also  shown  heterogeneity  with  respect  to  the 
proportion  of  precipiting  to  non-precipitating  antibodies  I 
and  to  the  isoelectric  point  of  immuglobulins.'*®  ( 

The  mechanism  of  action  whereby  lipids  alter  host  C 
immunity  is  not  clear  at  this  time.  Evidence  by  Balia,®*  !n 
Mandel,®2  33  3^^  our  own  laboratory®'*  suggest  that  d 
lymphocyte  membrane  fluidity  was  alterated,  and  we  n 
have  hypothesized22  that  this  could  alter  the  early  c 
events  of  immune  activation.  However,  the  fact  that  ; 
lipids  which  increase  and  decrease  membrane  fluidity, 
both  cause  an  immune  effect  casts  doubt  on  this  ' 
hypothesis.  Immunosuppressive  prostaglandins  may  be  L 
involved,  or  immunosuppressive  lipoproteins  could  be 
mediators.®®  ®8  ®2  ss  59  /\||  hypotheses  explain  the 
findings  only  partially  and  further  biochemical  work  is 
needed  to  explain  all  the  data. 

CONCLUSION  I 

It  is  clear  from  the  foregoing  discussion  that  lipid  ' 
diets  affect  the  immune  response;  that  fatty  acids  alter  1 
in  vitro  immune  reactivity;  that  lipid  administration  by 
any  route  enhance  the  incidence  and  size  of  sponta-  ’ 
neous  and  induced  tumors  (except  in  case  of  very  ana-  1 
plastic  syngeneic  tumors  (Santiago-Delpin,  E.A.,  unpu-  ! 
blished  data).  Whether  there  is  a cause  and  effect  rela-  j 
tionship  between  immunity  defect  and  cancer  cannot  be 
derived  from  our  experiments  or  those  in  the  literature. 
However,  these  data  are  strong  and  consistent  enough  to 
urge  those  involved  in  diet  confection  or  formulation  to 
excercise  caution  in  recommending  lipid  diets.  Specifi- 
cally unsaturated  lipids  appear  to  alter  immunity  and 
host  resistante  significantly,  and  the  indiscriminate 
consumption  of  unsatured  oils  should  be  advised 
against.  Since  satured  fats  and  cholesterol  may  be 
related  to  cardiovascular  diseases,  it  is  common  practice 
to  recommended  oild  as,  substitutes.  Perhaps  a wFser 
advice  would  be,  to  suggest  a decrease  in  the  intake  of 
both  saturated  and  unsaturated  lipids  in  the  diet. 
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RESUMEN:  Por  muchos  años  se  ha  reconocido  una 
relación  entre  la  ingesta  de  lípidos  y el  desarrollo  de 
tumores.  El  trabajo  original  de  Watson  en  el  1 930  fue 
seguido  por  muchos  trabajos  que  demostraron  una 
asociación  entre  lípidos  y el  desarrollo  de  tumores.  El 
efecto  es  independiente  de  la  ruta  de  ingesta, 
incluyendo  la  ruta  oral,  parenteral,  y tópica.  En  rato- 
nes,  donde  mejor  se  ha  estudiado  este  problema,  se 
encuentra  que  no  hay  ninguna  relación  entre  el  efecto 
y la  sepa  del  ratón,  edad  y sexo,  o el  órgano  con  el 
tumor.  El  efecto  de  aumento  en  tumorigénesis  se 
observa  irrespectivo  del  tipo  de  carcinógeno  que  se 
use,  y es  valido  para  tumores  inducidos  por  carcinóge- 
no o aquellos  de  aparición  espontánea. 

Como  parte  de  la  búsqueda  de  una  explicación  de 
este  fenómeno,  nosotros  propusimos  hace  varios 
años  que  los  lípidos  tendrían  un  efecto  en  el  sistema 
inmunológico,  y que  éste  podría  explicar  en  parte  eí 
efecto  en  aumento  de  tumorigenesis  A tal  efecto, 
varios  laboratorios  alrededor  del  mundo  incluyendo  el 
nuestro,  hemos  estudiado  sistemáticamente  el  efecto 
de  los  lípidos  en  la  respuesta  inmune.  Encontramos 
que  hay  una  depresión  del  sistema  celular  incluyendo 
disminución  de  aloinjertos  de  tumores  o de  piel, 
disminución  de  la  respuesta  citotóxica  de  células 
esplénicas,  disminución  de  la  función  del  sistema 
reticuloendotelial,  disminución  de  las  pruebas  de 
reactividad  cutánea,  y disminución  in  vitro  de  la 
reactividad  a mitógenos  o a producción  de 
linfoquinas.  Hemos  encontrado  también  cambios 
cualitativos  y cuantitativos  en  la  respuesta  humora. 
Con  estos  hallazgos  de  asociación  tan  fuerte  entende- 
mos que  es  tiempo  que  se  reanalicen  los  conceptos 
dietéticos  del  país,  y a la  misma  vez  que  se  comience  a 
recomendar  una  diminución  de  la  ingesta  de  comidas 
con  grasas. 
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Caguas. 
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1 7)  Carrión  de  Jesús,  Arturo,  M.D. 

Universidad  de  Zaragoza,  España  1 976; 

Residencia  Hospital  Regional  de  Caguas. 

18)  Dieppa  García,  Julio  E.,  M.D. 

Universidad  de  Puerto  Rico;  Residencia  Hospital 
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Universidad  de  Puerto  Rico  1980; 

Residencia  Hospital  de  Veteranos,  Río  Piedras. 
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Universidad  de  Madrid  1958  - Otorrino- 
laringología. Ejerce  en  Caguas. 

3)  Polanco  Martinez,  Prido,  M.D. 

Universidad  Autónoma  Santo  Domingo  1 963. 
Ejerce  en  Fort  Huachuca,  Arizona. 

4)  Torrós  Romeu,  Salvador, M.D. 

Universidad  de  Barcelona  1971  - 
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ELECTROCARDIOGRAFIA 

PEDIATRICA 


EER  es  una  niña  de  tres  años  con  un  soplo  cardíaco 
desde  el  período  neonatal.  En  su  historial  pasado  nunca 
tuvo  sintomatología  que  sugiriese  insuficiencia  cardía- 
ca ni  cianosis,  tanto  su  crecimiento,  como  su  desarrollo, 
y su  tolerancia  al  ejercicio  siempre  han  sido  normales. 

Al  examen  físico  se  aprecio  un  soplo  sistólico- 
eyectivo,  rudo,  grado  3/6  que  se  escucha  mejor  en  el  2- 
3 espacio  intercostal  a ambos  lados  del  esternón.  El 
soplo  se  irradia  al  cuello  y a la  espalda  y puede  apre- 
ciarse un  "sonido  de  eyección  en  el  tercer  espacio 
intercostal  izquierdo  y en  el  apex  cardiaco.  Los  sonidos 
de  cierre  valvular  son  normales  al  igual  que  los  pulsos 
periféricos. 

La  radiografía  de  tórax  es  normal  y su  electrocardio- 
grama se  ilustra  a continuación.  Nótese  que  las  deriva- 
ciones precordiales  están  registradas  a la  mitad  de  la 
standarización  normal. 


Sección  de 
Autoevaluación 

El  electrocardiograma  demuestra: 

a)  bloqueo  de  rama  izquierda 

b)  hipertrofia  ventricular  izquierda 

c)  síndrome  de  Wolff-Parkinson-White  tipo  B 

d)  hipertrofia  ventricular  combinada 

e)  eje  QRS  desviado  a la  izquierda 
Respuesta:  b)  Hipertrofia  Ventricular  Izquierda 

Los  criterios  más  confiables  para  la  determinación  de 
hipertrofia  ventricular  se  basan  en  la  magnitud  y 
dirección  de  los  complejos  QRS  en  las  derivaciones 
precordiales.  Para  poder  interpretar  estas  derivaciones 
es  necesario  entender  los  efectos  de  la  depolarización  y 
repolarización  del  miocardio  en  el  electrocardiograma, 
lo  que  constituye  el  sístole  eléctrico. 

Las  deflecciones  positivas  en  las  derivaciones 
precordiales  indican  que  las  fuerzan  eléctricas  se 
dirigen  hacia  ese  electrodo  y las  negativas  indican 
fuerzas  en  dirección  opuesta  al  electrodo.  La 
depolarización  ventricular  comienza  en  el  septo 
interventricular  en  una  dirección  de  izquierda  a 
derecha.  Esta  actividad  eléctrica  inicial  viene  represen- 
tada por  la  onda  Q en  los  precordiales  izquierdos  y por  la 
primera  porción  de  la  onda  R en  los  precordiales 
derechos.  Subsiguientemente  las  paredes  ventricula- 
res  derechas  e izquierdas  se  depolarizan  desde 
endocardio  hacia  epicardio  y la  suma  de  estas  fuerzas 
eléctricas  determinan  la  magnitud  y dirección  de  Is 
ondas  R y S en  las  derivaciones  precordiales. 

Las  ondas  R en  los  precordiales  derechos  represen- 
tan las  fuerzas  ventriculares  anteriores  (derechas)  y las 
ondas  S las  posteriores  (izquierda).  En  las  derivaciones 
izquierda  las  ondas  R corresponden  a las  fuerzas 
ventriculares  izquierdas  y las  ondas  S a las  derechas. 


234 


J 


Bo!  Asoc  Med  P Rico  ■ Ju/io  Agosto  1982 


Criterios  para  Hipertrofia  Ventricular  Izquierda' 

1)  Onda  R en  V6  >de  25  mm 

2)  Onda  S en  VI  mayor  de  20mm 

I 3)Cuando  la  suma  de R en  V5  y S ebVI  es  >de45mm 
4)  Onda  Q >de  5mm  en  V5,  V6,  V7 
I 5)  Ondas  T aplanadas  o invertidas  en  los  precordiales 
izquierdos  (excepto  durante  la  primera  semana 
de  vida) 

Es  preciso  señalar  que  la  presencia  de  hipertrofia 
puede  establecerse  en  la  mayoría  de  las  ocasiones 
siguiendo  estos  criterios.  Sin  embargo  debe  admitirse 
que  muchas  veces  existe  una  sobreposición  de  criterios 
que  hacen  difícil  separar  un  trazado  normal  de  uno  con 
hipertrofia  Esto  es  mayormente  debido  a los  efectos 
que  pueden  tener  sobre  el  electrocardiograma  factores 
tales  como  la  edad  y el  peso  del  paciente  así  como  la 
configuración  de  su  caja  torácica  y la  posición  del 
i corazón. 

Análisis  del  Trazado 

Las  ondas  S profundas  (20mm)  en  las  derivaciones 
precordiales  derechas  (V4R,  V,)  y las  ondas  R 
prominentes  (44mm)  en  las  derivaciones  precordiales 
' izquierdas  (V5  y Vg)  son  suficientes  para  el  diagnóstico 
I de  hipertrofia  ventricular  izquierda.  Se  debe  notar 
que  las  derivaciones  izquierdas  están  hechas  a 1/2 
standarización.  El  paciente  cuyo  electrocardiograma 
hemos  ilustrado  tiene  una  estenosis  valvular  aórtica 
severa  que  pudo  ser  confirmada  por  cateterismo  cardía- 
co y cineangiocardiografía. 

Causas  de  Hipertrofia  Ventricular  Izquierda 

Las  condiciones  que  más  frecuentemente  ocasionan 
hipertrofia  ventricular  izquierda  en  Pediatría  son. 

1)  Ducto  Arterioso  Patente 

2)  Estenosis  Aórtica 

3)  Comunicación  Interventricular 

4)  Atresia  Tricuspídea 

5)  Coartación  de  Aorta 

6)  Miocardiopatía  Hipertrófica 

7)  Hipertensión  Arterial 

8)  Fibroelastosis  del  Endocardio 

9)  Insuficiencia  Mitral 

REFERENCIAS 

1.  Moss  A.  J:.  Emmanouílides  GC  Practical  Pediatric 

Electrocardiography  Philadelphia,  JB  Lippincott  Co.  1973. 


Rafael  Villavicencio.  MD 
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Cardlo-Qulz 


Juan  M.  Aranda,  MD 
Juan  M.  I gat  tú  a.  MD 


Please  answer  if  the  following  statements  are  TRUE  or 
FALSE.  The  correct  answers  are  explained  on  page239 


1)  Functioning  accessory  atrioventricular  (A-V)  by- 
pass tracts  usually  conduct  more  slowly  than  the 
A-V  node  and  His-Purkinje  system. 


serious  arrythmia  associated  with  the 
Wolff-Parkinson-White  Syndrome  (WPW)  is 
paroxysmal  atrial  flutter-fibrillation  with  a rapid 
ventricular  response.  ^ 


3)  The  onset  of  tachyarrythmias  in  WPW  is  usually 
triggered-by  an  atrial  or  ventricular  premature  beat. 

4)  Digitalis  is  the  drug  of  choice  in  the  treatment  of 
paroxysmal. atrial  flutter.*fibrillation  associated  with 
WPW. 

5)  The  presence  of  an  accessory  atrio-ventricular  by- 
pass tract  can  always  be  recognized  on  serial  sur- 
face electrocardiograms. 

6)  Digitoxicity  is  implicated  in  almost  1 00%  of  cases  of 
atrial  tachycardia  with  A-V  block. 

S^ceHn  dt  Ctrdhtogia.  HotpifI  d*  Vmmmnot.  San  Juan.  Puano  Rico 


Of  the  following,  select  the  best  answer: 

7)  All  the  following  can  interrupt  reentrant  A-V  nodal 
tachycardia  by  increasing  the  refractoriness  of  the 
A-V  node  except: 

a)  propranolol 

b)  verapamil 

c)  digoxin 

d)  quinidine 

e)  carotid  sinus  compression 

8)  Possible  electrophysiologic  mechanism  for  paro- 
xysmal atrial  tachycardia  are: 

a)  Reentry  in  the  A-V  node,  S-A  node,  or  a 
bypass  tract 

b)  Rapid  firing  of  an  ectopic  focus 

c)  Triggered  automaticity 

d)  All  of  the  above 

e)  A and  B only 

9)  A 55  years  old  man  in  evaluated  3 days  after  an 
accute  myocardial  infarction  of  the  inferior  wall. 
The  patient  comes  in  persistent  pulmonary  edema. 
He  has  stable  vital  signs,  the  jugular  veins  are 
slightly  distended  and  the  carotid  pulses  are  equal 
and  normal.  Examination  of  the  heart  showsdistant 
heart  tones,  S3  and  S4  at  apex,  with  a systolic  thrill. 
There  is  also  a grade  2/6  holosystolic  murmur  at 
lower  LSB  with  transmission  to  apex  and  axilla. 
Coarse  rales  are  present  in  both  lung  fields.  The 
ECG  shows  sinus  rythm,  occasional,  unifocal 
PVC's,  and  changes  compatible  with  acute  inferior 
myocardial  wall  infarction.  The  most  likely  diagno- 
sis is: 

a)  Hypovolemia 

b)  Syndrome  of  right  ventricular  infarction 

c)  Severe  left  ventricular  failure 

d)  Rupture  of  the  interventricular  septum 

e)  Acute  ventricular  aneurysm  with 
papillary  muscle  dysfunction. 

10)  Heart  block  in  inferior  myocardial  infarctions  has 
one  or  more  of  the  following  characteristics: 

a)  It  is  comparatively  more  benign  in  prog- 
nosis than  heart  block  in  anterior 
infarcts 

b)  Escape  pacemakers  are  usually 
junctional 

c)  The  degree.of  block  may  be  lessened  by 
atropine 

d)  The  site  of  block  is  usually  in  the  A-V 
node 
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THE  ARMY  NEEDS 
PHYSICIAMS 
PART-TIML 

The  Army  Reserve  offers  you  an  excellent 
opportunity  to  serve  your  country  as  a physician  and 
a commissioned  officer  in  the  Army  Reserve  Medical 
Corps.  Your  time  commitment  is  flexible,  so  it  can  fit 
into  your  busy  schedule.  You  will  work  on  medical 
projects  right  in  your  community.  In  return,  you  will 
complement  your  career  by  working  and  consulting 
with  top  physicians  during  monthly  Reserve  meetings 
and  medical  conferences.  You  will  enjoy  the  benefits 
of  officer  status,  including  a non-contributory  retirement 
annuity  when  you  retire  from  the  Army  Reserve, 
as  well  as  funded  continuing  medical  education  pro' 
grams.  A small  investment  of  your  time  is  all  it  takes 
to  make  a valuable  medical  contribution  to  your  com- 
munity  and  country.  For  more  information,  simply 
call  the  number  below. 

ARMY  RESERVE. 
BE  AU  YOU  CAN  BE. 

MAJ  David  L.  Rainey,  MSC,  HQ,  US  Army  Forces  Command, 

ATTN:  USAR  AMEDD  Procurement,  Ft.  McPherson,  GA  30330 

(404)  752-2376/3105 


Sirviendo  a los  Socios  de  la  Cruz  Azul 


• 3,018  médicos  • 665  laboratorios 

• 680  dentistas  • 570  farmacias 

• 184  hospitales  privados  y públicos 


Un  emblema 
que  es  una 
garantía... 

En  todo  lugar  de  Puerto 
Rico  encontrarás  este 
emblema. 

Farmacias,  hospitales, 
médicos,  laboratorios, 
y dentistas  lo  exhiben 
con  orgullo. 

Ellos  constituyen  la 
mejor  garantía  de  que 
recibirás  los  servicios 
que  adquiriste  en 
tu  contrato  con  la 
Cruz  Azul. 

Cuando  necesites 
servicios  de  salud,  acudei 
inmediatamente  con  tu 
tarjeta  Cruz  Azul  a un 
proveedor  de  servicios 
que  exhiba  el  emblema 
“Bienvenidos,  Socios 
Cruz  Azul”. 

Además  de  economizar 
dinero  y tiempo, 
encontrarás  en  ellos 
una  mano  amiga  y un 
servicio  esmerado. 

Para  tu  mejor 
conveniencia,  sigue  estej 
consejo  de  la  Cruz  Azul  I 
a toda  su  matrícula. 

LA  CRUZ  AZUL 
DE  PUERTO  RICO 
Gente  Sirviendo 
a su  Gente 
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HEART-LUNG  TRANSPLANTATION: 

SUCCESSFUL  THERAPY  FOR  PATIENTS  WITH 
PULMONARY  VASCULAR  DISEASE 

Reitz,  B.A.,  Wallwork,  J.L.,  et  al.,  NEJM,  306:  557, 
March  11,  1982. 


se  sospechaba  una  cardiopatía  congénita  y se  comparó 
con  un  grupo  control  sin  esas  anomalías. 

Se  dividieron  en  4 grupos. 

Grupo  I (Control);  asintomáticos  desde  el  punto  de 
vista  cardiovascular.  Se  incluían  algunos  con  ASD 
pequeño  y estenosis  pulmonar  leve.  CK  y CK  MB 
normales. 

Grupo  II:  pacientes  sintomáticos  con  sobrecarga  de 
volumen  debido  a VSD,  o A-V  canal  y cortocircuito  de 
izquierda  a derecha  grande.  CK  y CK  MB  elevados. 

Grupo  III;  pacientes  con  estenosis  aórtica  o coartación 
de  aorta  sintomáticos.  Isoenzimas  elevadas. 


Este  artículo  proviene  de  la  Universidad  de  Stanford, 
California,  del  grupo  del  Dr.  Norman  Shumway,  y se 
considera  un  artículo  clave  en  la  lucha  contra  las 
enfermedades  vasculares  que  afectan  al  pulmón.  Estos 
autores  informan  su  experiencia  en  el  transplante  en 
bloque  de  corazón  y pulmones  a dos  pacientes  con 
^hipertensión  pulmonar  primaria  y el  síndrome  de  Eisen- 
menger  secundario  a defectos  combinados  interatriales 
e interventriculares,  respectivamente.  La  primer  pacien- 
te ya  ha  sobrevivido  diez  meses  post  operatorios  y tiene 
una  tolerancia  al  ejercicio  normal.  El  segundo  paciente 
(ha  sobrevivido  ya  ocho  meses  sin  complicaciones  mayo- 
res. 

Los  autores  atribuyen  su  éxito  a varios  factores,  entre 
ellos  se  encuentran  los  siguientes;  1-  experiencia 
quirúrgica  extensa  en  monos,  2-el  uso  de  la  ciclosporina 
A como  agente  principal  inmunosupresor,  y 3-  la  ventaja 
anatómica  y fisiológica  de  transplantar  combinados  el 
óorazón  y pulmones,  con  simplicidad  técnica,  ventila- 
ción y perfusión  pareadas  y la  habilidad  de  evaluar  el 
rechazo  temprano  del  corazón  con  biósias  endomiocár- 
idicas  ambulatorias. 

Iván  León,  M.D.,  FCCP 


MYOCARDIAL  INJURY  IN  INFANTS  WITH 
CONGENITAL  HEART  DISEASE: 

EVALUATION  BY  CREATINE  KINASE  MB 
ISOENZYME  ANALYSIS 

Boucek  RJ,  Kasselberg  AG,  Borth  RC,  et  al.  Am  J 
Cardiol  1 982;  50.  1 29 


En  este  estudio  del  grupo  de  Cardiología  Pediátrica  de 
la  Universidad  de  Vanderbilt  en  Tennessee  se  estudian 
los  niveles  de  la  creatin-quinasa  total  (CK)  y la 
isoenzima  miocárdica  CK  (CKMB)  en  282  niños  en  que 


Grupo  IV.  infantes  con  cardiopatías  congénitas 
cianosantes,  ya  bien  por  transposición  de  las  grandes 
arterias  u obstrucción  al  tracto  de  salida  derecho. 
También  isoenzimas  elevadas. 

Es  significativo  el  hallazgo  de  que  el  nivel  enzimático 
se  relaciona  directamente  con  la  magnitud  del  corto- 
circuito de  izquierda  a derecha  y con  la  edad  de  apari- 
ción del  fallo  cardíaco.  En  las  lesiones  obstructivas  (AS, 
COA)  asintomáticas  los  valores  se  mantuvieron  norma- 
les aún  con  gradientes  comparables  a los  sintomáticos. 

Estos  resultados  sugieren  que  los  niños  con  ciertas 
cardiopatías  congénitas  pueden  sufrir  daño  celular  del 
miocardio  liberando  el  CK  MB  cuya  actividad  puede  me- 
dirse en  el  suero.  EIdañocelularpuedeserconsecuencia 
de  hipoxia,  de  sobrecarga  de  volumen  y/o  sobrecarga  de 
presión.  Puede  haber  una  correlación  entre  el  grado  de 
daño  celular  y la  consecuente  elevación  de  la  actividad  de 
CK  MB,  con  el  gradodealteración  hemodinámicacusado 
por  la  cardiopatía. 

Rafael  Villavicencio,  M.D. 

THE  TUBERCUUN  SKIN  TEST 
(OFFICIAL  ATS  STATEMENT) 

Camstock  GW,  Daniel  TM,  Snider  TM,  Edwards  PQ,  et  al 
Amer  Rev  Respir  Dis  1981;  124:  356. 


Este  trabajo  expresa  la  posición  oficial  de  la  "Ameri- 
can Thoracic  Society"  sobre  la  prueba  de  la  tuberculina. 
Es  una  reacción  inmunológica  celular  demorada  que 
comienza  en  5 ó 6 horas  y llega  a su  expresión  máxima 
de  las  48  a 72  horas.  Los  factores  que  inhiben  la 
inmunidad  celular  (desde  sarampión  hasta  los  corticos- 
teroides)  pueden  causar  reacciones  falsas  negativas.  La 
prueba  intracutánea  de  Mantoux  es  la  de  elección.  Las 
de  punción  múltiple  no  deben  emplearse  para 
propósitos  de  diagnóstico.  La  definición  de  una  reacción 
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significativa  es  lOmm  o más  pero  en  sitios  donde 
abundan  las  microbacterias  atípicas  se  hace  difícil 
separar  reacciones  menores  de  15mm  causadas  por 
tuberculosis  de  las  causadas  por  microbacterias 
atípicas.  Probablemente  la  causa  más  común  de  errores 
en  la  identificación  de  las  reacciones  positivas  reside  en 
errores  de  la  técnica  y medición  de  la  prueba.  El  efecto 
de  refuerzo  (booster)  sucede  principalmente  en  las 
personas  mayores  de  55  años  y consiste  enun  viraje  de 
negativo  a positivo  dentro  de  un  período  de  tiempo  tan 
corto  como  1 semana.  Se  debe  a reactivación  de  la 
memoria  de  los  linfocitosT y no  a infección  reciente.  Las 
reacciones  positivas  causadas  por  BCG  no  pueden 
distinguirse  de  las  de  infección  por  tuberculosis.  Las 
reacciones  a la  tuberculina  suceden  solamente  por 
hipersensibilidad  exagerada  a la  proteína.  Pero  no  hay 
reacciones  alérgicas  inmediatas  de  importancia  clínica 
ni  inducción  de  reacciones  positivas  causadas  mera- 
mente por  repetición  de  la  prueba. 

José  E.  Sifontes,  M.D. 


TUBERCULOSIS  NOSOCOMIAL: 

CatanzaroA  Amer  Rev  Resp.  Dis  1982;  125:  559 


La  tuberculosis  se  ha  considerado  como  una  enferme- 
dad ocupacional  entre  el  personal  que  trabaja  en  un  hos- 
pital. La  fuente  usual  es  el  del  caso  sin  diagnosticar, 
hasta  entonces  desconocido,  con  frotisdelesputopositi- 
vo  para  el  bacilo  ácido  resistente.  Sin  embargo,  aún  los 
casos  con  frotis  negativo  pueden  constituir  riesgos  para 
el  personal  comosedemostróenestestudioporel  núme- 
ro de  e.mpleados  que  conviertieron  su  tuberculina  (PPD) 
al  estar  expuestos  a un  paciente  con  cultivo  positivo  pero 
frontis  negativo  en  una  unidad  de  cuidado  respiratorio 
intensivo. 

El  paciente  índice  requirió  broncoscopia,  intubación  y 
ventilación  asistida.  Estos  procedimientos  aumentaron 
considerablemente  las  posibilidades  de  contraer  la 
infección  que  cuando  la  atención  del  paciente  no 
requirió  un  acercamiento  físico  tan  cercano. 

Los  autores  recomiendan  que  para  disminuir  el 
número  de  unidades  infecciosas  por  hora  y pie  cúbico  se 
aumente  la  ventilación  a las  habitaciones,  el  aire  sea 
circulado  e intercambiado  con  el  exterior  y que  se  usen 
filtros  de  alta  eficiencia  y el  uso  de  rayos  ultravioletas  en 
las  unidades  donde  el  aire  no  se  intercambie  para  evitar 
la  infección. 

Comentarios 

Este  artículo  es  importante  porque  presenta  una 
situación  bastante  común,  pues  en  muchos  hospitales 
existen  unidades  de  cuidado  intensivo  del  tamaño  aquí 
descrito  (4  camas).  Nos  muestra  cuan  importante  es 
.,para  la  protección  del  personal  del  hospital  el  investigar 
el  esputo  de  pacientes  que  se  admiten  en  estas 


unidades  con  radiografías  de  pecho  sospechosas  de  tu- 
berculosis pulmonar  aunque  ese  no  sea  el  motivodel  in- 
greso. En  las  unidades  no  destinadas  a cuidado  intensi- 
vo, los  riesgos  de  contraer  tuberculosis  de  un  caso  simi- 
lar a éste  son  mucho  menor  y este  artículo  no  debe  ser  j 
motivo  de  alarma  para  los  interesados;  debe  de  servir  eso 
sí,  para  recordar  que  el  peligro  de  contagio  está  siempre  ' 
presente  y para  que  todo  el  personal  tome  las  debidas  ‘ 
precauciones. 

Ramón  E.  Figueroa  Lebrón,  MD,  FCCP 

ENDOSCOPIC  VARICEAL  SCLEROSIS: 

A ONE  YEAR  EXPERIENCE 

Hughes  RW,  Larson  DE,  Virggiano  TR,  et  al. 
Gastrointestinal  Endoscopy  28.  62-66,  1 982.  | 

Los  autores  presentan  su  experiencia  con  esclerosis 
de  várices  esofágicas  usando  un  endoscopio  flexible. 
Durante  un  año  trataron  75  pacientes  que  habían 
sangrado  de  várices  (61 ) o que  sangraban  agudamente 
de  várices  (41).  Algunos  de  los  datos  importantes  de 
este  artículo  son  los  siguientes: 

1 . No  se  utilizó  anestesia  general  en  ningún  paciente 
para  hacer  el  procedimiento. 

2.  92%  se  dieron  de  alta  del  hospital  y al  momentode 
someterse  el  reporte  89.3%  estaban  vivos. 

3.  27  pacientes  (36)  tuvieron  recurrencia  de  sangra- 
miento  (en  1 5 de  éstos  el  sangramiento  no  era  de  vári- 
ces esfógicas  sino  de  úlcera  duodenal,  etc.) 

4.  Las  complicaciones  asociadas  al  procedimiento 
fueron  varias  e incluyeron  el  desarrollo  de  infiltrados  y 
efusiones  pulmonares,  fiebre,  dolor  de  pecho,  ulcera- 
ción en  el  sitio  de  injección,  bacteremia  y otras. 

5.  Se  atribuyeron  dos  de  las  ocho  muertes  a compli- 
caciones asociadas  al  procedimiento. 

Los  autores  comentan  que  basado  en  estos  resulta- 
dos de  la  esclerosis  de  várices  esofágicas  utilizando  el 
endoscopio  flexible  es  una  alternativa  razonable  a los 
procedimientos  quirúrgicos  disponibles. 

Angel  Olazabal,  M.D. 


BIOFEEDBACK  IN  REHABILITATION: 

REVIEW  OF  PRINCIPLES  AND  PRACTICE 

Basmajian  JV 

Arch  Phys  Med  Rehab  1981;  62.  469. 

La  retroalimentación  moderna  es  la  técnica  de  usar 
equipo  electrónico  para  revelar  instantáneamente  a 
pacientes  y terapistas  ciertos  eventos  fisiológicos  y para 
enseñar  a los  pacientes  a controlar  estos  eventos 
involuntarios  por  medio  de  la  manipulación  de  señales 
visuales  y las  acústicas.  La  electromiografía  diagnóstica 
y la  investigación  en  el  control  fino  de  las  unidades 
motoras  nos  ha  llevado  al  uso  clínico  de  la  electromio- 
grafía con  retroalimentación.  En  el  campo  de  la 
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rehabilitación,  esta  técnica  ha  logrado  una  posición 
ifirme  en  el  tratamiento  de  lesiones  de  neurona  motora 
superior,  particularmente  en  el  reentrenamiento 
muscular,  v en  inducir  relajamiento  de  músculos  con 
lespasticidad  en  pacientes  con  apoplejía.  En  perlesía 
cerebral  y en  desórdenes  musculoesqueletales,  otros 
transductores  de  retroalimentación  adicionales  como 
electrogoniómetros  y sensores  de  presión  y de  posición, 
se  están  usando  ampliamente.  La  electromiografía  con 
retroalimentación  ha  probado  ser  particularmente  útil 
en  el  tratamiento  de  torticolis  espasmódica. 

Josefina  Padró  Ramírez,  M.D. 

i SENSITIVIDAD  Y ESPECIFICIDAD  DE  SIGNOS 
ECOCARDIOGRAFICOS  MODO  M EN  PROLAPSO 
DE  VALVULA  MITRAL 

Haikal  M.  Alpert  MA,  Whiting  RB,  Ahmad  M,  Kelly  D. 
Am  J Cardiol  1 982;  50(1 );  1 85 

Se  determina  la  incidencia,  sensitividad  y 
especificidad  de  los  signos  ecocardiográficos 
reportados  previamente  como  diagnósticos  o 
sugestivos  de  prolapso  de  válvula  mitral.  Dos  grupos  de 
pacientes  menores  de  40  años  y sin  enfermedad 
orgánica  del  corazón.  Cien  tienen  historial  y examen 
físico  negativo  y los  otros  cien  tienen  historial  y examen 
físico  de  prolapso  de  válvula  mitral.  Los  intérpretes 
siguieron  los  criterios  establecidos  por  la  Sociedad 
Americana  de  Ecocardiografía  y desconocían  los  datos  y 
examen  físico  de  los  pacientes. 

El  resultado  se  resume  en  la  siguiente  tabla: 


1 . Movimiento  posterior  al  final 

Grupo 

control 

(N=100} 

"click” 

mesosis- 

tólíco 

(N^IOO) 

Sensiti- 

vidad 

% 

Especifi- 

cidad 

% 

de  sístole 

0 

57 

57 

100 

2.  “Holosystolic  hammocking" 

1 

28 

28 

99 

3.  Ambos 

4.  Movimiento  anterior  tempra- 

1 

85 

85 

99 

no  de  la  hoja  posterior. 

5.  Ecos  sistólicos  en  el  atrio 

0 

10 

10 

100 

izquierdo 

6.  Movimiento posteriortempra- 

0 

8 

8 

100 

no  dse  la  hoja  posterior 

7.  “Shaggy”  o múltiples  ecos 

0 

5 

5 

100 

posteriores  en  diástole 

8.  Ecos  sistólicos  múltiples 

0 

3 

3 

100 

paralelos  3 

9.  Excursión  hoja  anterior 

78 

70 

70 

78 

temprana  en  diástole 

10.  Choque  de  la  hoja  anterior 

42 

42 

42 

42 

de  la  mitral  con  el  septo 

11.  Engrosamiento  de  válvula 

23 

23 

23 

23 

mitral 

0 

0 

— 

— 

El  movimiento  posterior  al  final  de  diástole  y signo  en  hamaca  fue- 
ron muy  específicos  de  prolapso  y los  dos  signos  combinados  como  un 
simple  criterio  de  sensitividad  de  85%  y especificidad  de  99%. 


Por  falta  de  criterios  estandarizados  se  habían 
reportado  variaciones  considerables  de  sensitividad  en 
los  estudios  que  fallaron  en  comparar 
sistemáticamente  anormalidades  ecocardiográficas  de 
prolapso  mitral  en  personas  adultas  con  personal 
normales.  Los  dos  signos  más  comunes  y altamente 
específicos  para  prolapso  de  la  válvula  mitral  son  el  #1  y 
#2;  los  demás  signos  no  son  comunes  y ocurren  en 
presencia  de  los  signos  #1  y #2.  Así  que  estos  otros 
signos  no  pueden  ser  considerados  como  criterios 
aislados  para  el  prolapso  de  la  válvula  mitral. 

Víctor  Arroyo  Arroyo,  M.D 
Hospital  de  Veteranos 

ANSWERS  TO  CARDIO-QUIZ 

1 ) False.  The  accessory  A-V  bypass  tracts  usually  con- 
duct more  rapidly.  There  is  a premature  activation 
of  the  ventricles  via  an  anomalous  conduction. 

2)  True.  Tachydysrythmias  are  associated  with  WPW 
in  40  to  80%  of  cases.  Although  only  25%  are  asso- 
ciated with  flutter-fibrillation  it  is  considered  the 
most  serious  complication. 

3)  True.  In  such  instances  the  premature  beat  is 
blocked  in  the  accessory  pathway  and  exclusively 
conducted  to  the  ventricle  over  the  A-V  node. 
Following  activation  of  the  ventricle,  reexcitation  of 
the  atrium  occurs  over  the  accessory  pathway.  Per- 
petuation of  this  movement  results  in  tachycardia. 

4)  False.  Digitals  is  notthe  drug  of  choice.  It  could  lead 
to  a faster  conduction  through  the  accessory  path- 
way. 

5)  False.  Not  always.  In  some  cases,such  as  concealed 
WPW,  His  bundle  electrograms  are  needed  to  re- 
cognize the  accessory  tracts. 

6)  True.  Cardiac  arrythmias  generally  occur  in  almost 
all  patients  with  digitalis  intoxication.  Certain 
rythm  disturbances  are  almost  always  seen  in 
digitalis  toxicity,  atrial  tachycardia  with  A-V  block  is 
one  of  them. 

7)  Quinidine  as  well  as  procainamide  have  a vagolytic 
action  that  results  in  an  increase  in  the  rate  of  sinus 
node  discharge  and  enhancement  of  A-V  conduc- 
tion. 

8)  a.  Recent  evidence  from  His  bundle  studies  has 
shown  that  paroxysmal  supraventricular  tachycar- 
dia arises  from  sustained  reentry  mechanism  invol- 
ving the  S-A  node,  atrium,  and  A-V  node. 

9)  d.  Sudden  clinical  deterioration  accompanied  by  a 
loud  systolic  murmur  with  thrill  is  usually  the  result 
of  a rupture  of  a ventricular  septum  or  a papillary 
muscle.  The  resultant  overload  placed  to  an 
already  compromised  left  ventricle  produces  severe 
left  ventricular  failure  with  or  without  shock. 

1 0)  e.  All  the  alternatives  are  correct  and  are  characte- 
ristic of  heart  block  in  inferior  myocardial  infarc- 
tions. 


239 


SOME  INSTITUnOIMAUZED 

elderly  may  have 

REVERSIBLE  DEMENTIA 

The  elderly  make  up  a rapidly  growing  segment  of 
the  United  States  population.  Six  percent  of  Americans 
between  the  ages  of  75  and  84  years  and  20  percent  of 
those  older  than  85  years  are  institutionalized,  often  for 
mental  problems,  in  hospitals  for  the  chronically  ill  or  in 
nursing  homes.  In  some  of  these  patients,  howeyer, 
dementia--the  catch-all  phrase  for  mental  conditions— 
stems  from  treatable  medical  problems,  not  brain 
damage,  and  can  be  reversed  through  diagnosis  and 
treatment,  according  to  Boston  physicians  writing  in 
JAMA. 

In  a study  of  III  nursing  home  residents,  26  patients 
with  dementia  but  no  signs  of  brain  damage  were  found 
to  have  other  disorders  that  were  potentially  reversible, 
including  a form  of  hydrocephalus,  low  levels  of  thyroid 
hormone,  vitamin  B12  deficiency  and  depresión.  In 
another  85  patients,  dementia  was  associated  with 
irreversible  brain  damage  due  to  Alzheimer's  disease  or 
cerebral  infarction.  Authors  of  the  commentary  on 
nursing  home  care  are  Thomas  D.  Sabin,  MD,  Vernon  H. 
Mark,  MD,  directors  of  neurology  and  neurosurgery, 
respectevely,  at  Boston  City  Hospital,  and  Antonio  J. 
Vitug,  MD,  a neurologist  in  private  practice.  Telling  the 
difference  between  reversible  and  irreversible 
dementia  is  often  difficult,  Sabin  noted  in  a separate 
interview.  Dementia  caused  by  brain  damage  can  be 
indistinguishable  from  the  dementia-like  symtoms  of 
depression,  wich  will  sometimes  respond  to 
antidepressant  drugs.  Also,  patients  may  have  treatable 
disorders  occuring  in  combination  with  brain  damage, 
further  complicating  the  clinical  picture. 

The  elderly  are  particularly  susceptible  to  behavioral 
alterations  caused  or  aggravated  by  overmedication, 
particulary  with  tranquilizers,  according  to  Sabin. 
Contributing  medical  conditions  can  include  poor  diet 
and  dehydration. 

"An  elderly  patient,  hospitalized  for  an  acute  illness, 
can  become  confused  and  disorient  in  reaction  to 
medication  and  the  dramatic  change  in  his  life, "Sabin 
explained.  "Released  to  the  care  of  his  family  or  a 
nursing  home,  he's  given  tranquilizers  wich  compound 
rather  than  ease  his  dementia-like  symptoms.  As  his 
behavior  continues  to  deteriorate,  his  family  and 
physician  see  long-term  institutionalization  as  the  only 
alternative." 

"It's  a vicious  circle  for  elderly  patients  labeled  as 
dement,"  Sabin  warned.  Long-term  institutionalization, 
with  separation  from  family,  loss  of  independence  and 
inadequate  sensory  stimulation,  may  itself  predispose 
some  patients  to  dementia,  he  speculates.  "Elderly 
patients  institutionalized  for  longer  than  six  months 
haye  little  chance  of  being  discharged  unless  it  is  for 


transfer  to  a hospital  for  the  care  of  an  acute  illness." 

Patients  with  dementia  display  a variety  of  aberrant 
behaviors,  including  loss  of  memory,  incontinence, 
violent  reactions  to  stress,  waking  at  night,  hiding 
things,  hallucinations  and  delusions,  and  suspicious 
and  accusatory  behavior.  The  effect  of  patients' 
conditions  on  their  families  is  examined  in  another 
article  in  this  week's  JAMA  by  Peter  V.  Rabins,  MD, 
Nancy  L.  Mace,  MA,  and  Mary  Jane  Lucas,  RN,  from  the 
Department  of  Psychiatry  and  Behavorial  Sciences,  The 
Johns  Hopkins  University  School  of  Medicine, 
Baltimore. 

They  found  that  the  behavior  most  frequently  cited  as 
causing  serious  problems  at  home  is  physical  violence 
in  the  form  of  resistance  to  care.  This  was  followed  in 
ranking  by  memory  disturbance,  incontinence  and  such 
reactions  as  an  outburst  of  anger  or  crying  in  response 
to  a request  to  do  something. 

The  authors  suggest  that  some  of  the  reactions  can  be 
lessened  by  avoiding  or  removing  the  precipitating  task, 
by  remaining  calm  and  by -gently  changing  the  focus  of 
the  interaction.  When  waking  at  night  is  a problem,  they 
suggest  that  keeping  the  patient  physically  active  during 
the  day,  and  not  allowing  him  to  nap,  may  help  him  sleep 
better  at  night.  Suspiciousness  and  accusatory  behavior 
may  be  alleviated  by  as  simple  a measure  as  keeping  an 
oldery  home  or  making  a sign  pointing  to  where  an 
object,  wich  is  thought  to  be  misplaced,  is  kept. 
Sometimes,  the  authors  point  out,  such  precautions  as 
removing  stove  knobs,  locking  rooms  or  closets,  or 
locking  up  matches  are  important  for  safety. 


NEWTHEORY ABOUT  CAUSE 
OF  ATHEROSCLEROSIS 


A reyersal  of  blood  flow  at  certain  points  in  human 
arteries  has  been  offered  by  seyeral  investigators  as  an 
explanation  of  how  and  why  atherosclerosis  begins, 
according  to  a report  in  the  Medical  News  section  of  the 
May  28  Journal  of  the  American  Medical  Association. 

British  physician  Christopher  P.  L.  Wood,  MB,  used  an 
adyanced  ultrasonic  scanner  at  Bowman  Gray  School  of 
Medicine,  Winston-Salem,  N.C.,  to  reveal  an  area  of 
reversed  blood  flow  at  the  carotid  bifurcation. 

Wood's  findings  demonstrated  for  the  first  time  in  the 
living  body  the  reverse  flow  phenomenon  noted  by 
another  inyestigator,  Frank  LoGerfo,  MD,  at  Boston 
University  School  of  Medicine,  in  studies  using 
Plexiglas  models  of  the  carotid  arteries.  Blood  flow 
diyides  just  beyond  the  carotid  bifurcation,  these 
researchers  found,  with  some  of  the  blood  continuing  in 
a straight  line  up  the  internal  and  external  carotids  and 
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the  rest  curling  back  toward  the  common  carotid  to  go  in 
the  oDDOsite  direction. 

The  suspicion  that  flow  reversal  contributes  to 
atherosclerosis  is  based  on  direct  evidence,  Wood 
points  out.  "This  region  of  disturbed  flow  is  precisely 
where  atherosclerosis  starts  in  the  carotid  artery.”  He 
has  also  demonstrated  the  reversed  flow  near  the 
bifurcation  of  the  femoral  artery  in  the  leg,  another  site 
of  atherosclerosis.  Further  support  comes  from  cadaver 
studies  by  Christopher  Zarins,  MD,  at  the  University  of 
Chicago,  showing  atherosclerosis  deposits  in  the 
carotid  artery  walls  at  the  bifurcation,  with  little  or  no 
deposits  found  beyond  this  area. 

The  reversed  layer  of  blood  moves  very  slowly, 
according  to  LoGerfo.  "Under  the  right  conditions  you 
can  get  an  area  of  virtual  stagnation"  where  blood 
platelets  might  collect  and  damage  the  artery  walls, 
initiating  the  atherosclerotic  process,  he  speculates. 

In  an  alternate  explanation,  Colin  Gerald  Caro,  MB, 
BCh,  of  Imperial  College,  London,  argues  that  the  artery 
walls  become  damaged  because  the  nearly  stagnant 
blood  at  the  bifurcation  is  depleted  of  nutrients. 

Wood,  now  at  the  British  Medical  Research  Council's 
Clinical  Research  Centre  at  Harrow,  England,  plans  a 
three-  to  four-year  prospective  study  using  repeated 
ultrasonic  examinations  to  look  for  a relationship 
between  the  blood  flow  reverseal  phenomenon  and  the 
onset  of  atherosclerosis  in  man. 


NUMBER  OF  HYSTERECTOMIES  STABLE 
BETWEEN  1973  AND  1978,  CDC  STUDY  SHOWS 


An  analysis  of  data  on  hysterectomy  from  the 
National  Center  for  Health  Statistics  published  in 
JAMA,  shows  that  the  nationwide  number  and  rate  of 
hysterectomies  in  women  between  the  ages  of  1 5 and 
44  remained  stable  between  1973  and  1978,  after 
having  risen  steadily  during  the  previous  three  years. 

Hysterectomy  is  the  most  commonly  performed  major 
operation  for  women  of  reproductive  age  in  the  United 
States.  An  estimated  3.5  million  women  between  the 
ages  of  1 5 and  44  underwent  the  procedure  from  1 970 
through  1 978,  acoording  to  statistics  cited  by  Richard  C. 
Dicker,,  MD,  the  principal  author  of  the  Center  for 
Disease  Control  study.  About  25  percent  of  those 
women  had  their  ovaries  removed  at  the  same  they  had 
their  hysterectomies. 

Summary  statistics,  wich  have  been  previously 
reported  in  CDC  publications  in  1980  and  1981,  are 
analyzed  in  detail  in  the  current  article. 

Among  the  findings; 

• Since  1974,  the  hysterectomy  rates  in  the  South 
have  been  more  than  twice  those  in  the  Northeast. 

• Hysterectomy  rates  increased  with  age;  the  rate  for 
women  younger  than  25  years  remained  virtually 
constant  at  about  one  per  1 .OOOtroughout  the  study 


period;  rates  for  women  aged  25  to  34  years 
averaged  1 0.3  per  1 ,000;  rates  for  women  aged  35 
to  44  averaged  1 8.4  per  1 ,000. 

• The  hysterectomy  rate  for  black  women  exceeded 
that  for  white  women  by  3.0  per  1 ,000  in  1 970,  but 
by  less  than  1 .5  per  1 ,000  in  every  year  since  1 972. 

Among  the  explanations  offered  for  the  28  percent 
increase  in  the  number  of  hysterectomies  (from 
306,000  to  391,000)  between  1970  and  1972  are  an 
increase  in  uterine  or  pelvic  disease,  technological 
advances  faciliting  early  diagnosis  of  uterine  disease, 
increased  awareness  among  women  regarding  their 
reproductive  health  and  risk  of  ginecologic  cancer, 
liberation  of  the  surgical  reasons  for  performing  the 
operation  and  increased  interest  in  permanent 
sterilization. 

Dicker  and  his  coauthors  suspect  that  the  stability  of 
hysterectomy  rates  since  1973  reflects  a slowing  or 
even  a reverseal  of  some  of  these  factors. 

Striking  interregional  differences  in  hysterectomy 
rates— with  women  living  in  the  South  having  the 
highest  rates,  followed  by  those  in  the  north  central 
states,  the  West,  and  the  Northeast--were  attributed  to 
regional  differences  in  the  incidence  of  uterine  disease 
and  differences  in  the  attitudes  toward  sterility,  as  well 
as  to  differences  in  physician  training  and  practice. 


BARRIER  CONTRACEPTIVES  PROTECT  WOMEN 
AGAINST  PELVIC  INFLAMMATORY  DISEASE 


Statistics  from  the  Centerfor  Disease  Control,  Atlanta, 
show  convincingly  for  the  first  time  that  barrier  contra- 
ceptives protect  against  a disease  that  strikes  women 
almost  a million  times  a year. 

Joseph  Kelaghan,  MD,  the  principal  analyst,  and  a 
team  of  CDC  medical  epidemiologist  report  in  JAMA 
that  women  who  use  barrier  contraceptives  are  70 
percent  less  likely  to  develop  pelvic  inflammatory 
disease  (PID)  requiring  hospitalization  than  women  who 
use  intrauterine  devices.  Barrier  method  users  are 
about  as  protected  from  developing  PID  requiring 
hospitalization  as  women  who  use  oral  contraceptives, 
wich  have  been  shown  in  at  least  two  other  studies  to 
confer  protection  from  PID. 

The  CDC  data  were  derived  from  645  women  patients 
and  2,509  control  subjects  aged  18  to  44  years 
identified  in  the  National  Institutes  of  Health-CDC's 
Women's  Health  Study,  a multihospital  study  of  the 
relationship  between  contraceptive  methods  and 
hospitalization  for  gynecologic  disorders.  Barrier 
methods  mentioned  by  women  in  the  study  included 
condoms,  diaphragms  and  spermicidal  foams,  jellies 
and  creams,  used  alone  or  in  combination. 

An  initial  episode  of  PID  may  occur  after  a sexually 
transmitted  vaginal  infection.  As  William  M. 
McCormack,  MD,  chief  of  infectious  disease  at 
Downstate  Medical  Center,  Brooklyn,  explains  in  an 
accompanying  editorial.  Microbes  in  the  vagina  and 
lower  cervix  invade  the  normally  sterile  uterine  cavity 
and  infect  the  fallopian  tubes  and  adjacent  tissues.  As 
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the  fallopian  tubes  heal,  they  may  become  blocked  by 
scar  tissue,  resulting  in  infertility  and  increased  risk  of 
ectopic  pregnancy.  Up  to  20  percent  of  patients  also 
suffer  chronic  pelvic  pain. 

Most  cases  of  PID  identified  in  United  States 
municipal  hospitals  are  due  to  gonorrhea,  but  a number 
of  other  microorganisms  in  the  vagina  can  cause  PID, 
McCormack  writes.  According  to  a European 
investigator,  patients  who  have  single  episode  of 
gonococcal  PID  have  a six  percent  chance  of  becoming 
infertile,  compared  to  a 1 5 percent  risk  in  patients  with  a 
single  episode  of  nongonococcal  disease.  At  this  time 
there  are  too  few  data  to  account  for  the  difference  in 
risk,  McCormack  explained  in  a separate  interview,  but 
he  noted  that  women  with  gonococcal  PID  tend  to  feel 
sicker  and  obtain  medical  attention  sooner  than 
women  with  nongonococcal  disease. 

Barrier  contraceptives  decreased  in  popularity  after 
the  introduction  of  oral  contraceptives  and  intrauterine 
devices  in  the  1 960s.  The  incidence  of  PID  has  increase 
since  then,  paralleling  rising  rates  of  gonorrhea,  ectopic 
pregnancy  and  involuntary  infertility.  In  1976,  PID 
accounted  for  an  estimated  2.5  million  physician  visits, 
250,000  hospital  admissions  and  150,000  surgical 
procedures,  Kelaghan  writes.  The  direct  cost  of  treating 
acute  PID  has  been  estimated  to  be  more  than  $600 
million  annually,  and  the  total  yearly  cost  of  PID-related 
illness  exceeds  $3  billion,  adds  McCormack. 

Barrier  contraceptives  are  now  regaining  popularity 
and  are  currently  being  used  by  about  six  million 
women  in  the  United  States,  Kelaghan  notes.  Barrier 
method  users  have  20,000  fewer  episodes  of  PID  each 
year  than  they  would  if  they  used  no  contraceptive,  he 
estimates. 

"The  use  of  an  intrauterine  device  is  clearly  a risk 
factor  for  PID,"  according  to  McCormack.  Women  who 
use  this  method  are  two  to  four  times  as  likely  to 
develop  PID  as  women  who  use  no  contraceptive 
measures.  Women  who  have  multiple  sexual  partners 
are  also  at  increased  risk  of  developing  PID,  McCormack 
says. 

Previous  studies  have  demonstrated  that  the  use  of 
barrier  contraceptives  instead  of  oral  contraceptives  or 
intrauterine  devices  is  associated  with  a lower 
prevalence  of  some  sexually  acquired  diseases. 
Condoms  can  prevent  disease  transmission,  and  some 
spermicidal  contraceptives  can  kill  or  inhibit  the  growth 
of  the  disease  organisms.  Although  the  diaphragm  used 
alone  has  not  been  associated  with  protection  against 
disease  transmission,  its  use  with  a contraceptive  jelly 
may  be  protective,  Kelaghan  speculates. 
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Bactrim" 

(trimethoprim  and  sulfamethoxazole)  ■ 

succeeds 


Expanding 


Bactrim  is  useful  for 
the  following  infec- 

to  sus^Sblr  its  usefulness  in 
Soigantms  antimierobial 

(see  indications  section 
in  summary  of  product 
information): 


therapy 


in  recurrent 
UTI... 

a continuing  record 
of  high  clinical 
effectiveness 
against  common 
uropathogens 


in  acute 
otitis  media 
in  children... 

effective  against 
both  major  otic 
pathogens. . .with 
b.i.d.  convenience 


in  acute  ex- 
acerbations 
of  chronic 
bronchitis 
in  adults... 

clears  the  sputum 
and  lowers  its 
volume... on  b.i.d. 
dosage 


Before  preecrlblng,  pleeee  coneult  complete  product  Information,  e summery  of 
which  follows: 

Indicetlons  and  Usage:  For  the  treatment  of  urinary  tract  Infections  due  to 
susceptible  strains  of  the  following  organisms:  Escherichia  coll,  Klebslella-Ertiero- 
bactar,  Proteus  mirabllls,  Proteus  vulgaris,  Proteus  morganll.  It  is  recommended  that 
Initial  episodes  of  uncomplicated  urinary  tract  Infections  be  treated  with  a single 
effective  antibacterial  agent  rather  than  the  combination.  Note:  The  increasing 
frequency  of  resistant  organisms  limits  the  usefulness  of  all  antibacterials,  especially  in 
these  urinary  tract  infections. 

For  acute  otitis  media  in  children  due  to  susceptible  strains  of  Haemophilus 
Influenzae  or  Streptococcus  pneumoniae  when  in  physician's  judgment  It  offers  an 
advantage  over  other  antimicrobials.  Limited  clinical  Information  presently 
available  on  effectiveness  of  treatment  of  otitis  media  with  Bactrim  when  Infection 
Is  due  to  ampiclllln-resistant  Haemophilus  Influenzae.  To  date,  there  are  limited 
data  on  the  safety  of  repeated  use  of  Bactrim  In  children  under  two  years  of  age. 
Bactrim  Is  not  Indicated  for  prophylactic  or  prolonged  administration  In  otitis 
media  at  any  age. 

For  acute  exacerbations  of  chronic  bronchitis  in  adults  due  to  susceptible  strains 
of  Haemophilus  Influenzae  or  Streptococcus  pneumoniae  when  In  physician's 
judgment  It  offers  an  advantage  over  a single  antimicrobial  agent. 

For  enteritis  due  to  susceptible  strains  of  Shigella  flexnerl  and  Shigella  sonnel 
when  antibacterial  therapy  Is  Indicated. 

Also  for  the  treatment  of  documented  Pneumocystis  carinll  pneumonitis.  To  date, 
this  drug  has  been  tested  only  In  patients  9 months  to  16  years  of  age  who  were 
Immunosuppressed  by  cancer  therapy. 

Contraindications:  Hypersensitivity  to  trimethoprim  or  sulfonamides:  patients  with 
documented  megaloblastic  anemia  due  to  folate  deficiency;  pregnancy  at  term: 
nursing  mothers  because  sulfonamides  are  excreted  in  human  milk  and  may  cause 
kernicterus.  infants  less  than  2 months  of  age 

Warnings:  BACTRIM  SHOULD  NOT  BE  USED  TO  TREAT  STREPTOCOCCAL 
PHARYNGITIS.  Clinical  studies  show  that  patients  with  group  A ^ hemolytic 
streptococcal  tonsillopharyngitis  have  higher  incidence  of  bacteriologic  failure  when 
treated  with  Bactrim  than  do  those  treated  with  penicillin  Deaths  from  hypersensitivity 
reactions,  agranulocytosis,  aplastic  anemia  and  other  blood  dyscrasias  have  been 
associated  with  sulfonamides  Experience  with  trimethoprim  is  much  more  limited  but 
occasional  interference  with  hematopoiesis  has  been  reported  as  well  as  an  increased 
incidence  of  thrombopenia  with  purpura  in  elderly  patients  on  certain  diuretics, 
primarily  thiazides  Sore  throat,  fever,  pallor,  purpura  or  jaundice  may  be  early  signs  of 
serious  blood  disorders.  Frequent  CBC's  are  recommended,  therapy  should  be 
discontinued  if  a significantly  reduced  count  of  any  formed  blood  element  is  noted. 

Precautions:  General.  Use  cautiously  in  patients  with 
impaired  renal  or  hepatic  function,  possible  folate 
deficiency,  severe  allergy  or  bronchial  asthma  In 
patients  with  glucose-6-phosphate  dehydrogenase 
deficiency,  hemolysis,  frequently  dose-related,  may 
occur.  During  therapy,  maintain  adequate  fluid  intake  and 
perform  frequent  urinalyses,  with  careful  microscopic 
examination,  and  renal  function  tests,  particularly  where 
there  is  impaired  renal  function  Bactrim  may  prolong 
prothrombin  time  in  those  receiving  warfarin;  reassess 
coagulation  time  when  administering  Bactrim  to  these 
patients. 

Pregnancy:  Teratogenic  Effects:  Pregnancy  Category  C. 
Because  trimethoprim  and  sulfamethoxazole  may  inter- 
fere with  folic  acid  metabolism,  use  during  pregnancy 
only  if  potential  benefits  justify  the  potential  risk  to  the 
fetus 

Adverse  Reactions:  All  major  reactions  to  sulfonamides 
and  trimethoprim  are  included,  even  if  not  reported  with 
Bactrim.  Blood  dyscrasias:  Agranulocytosis,  aplastic 
anemia,  megaloblastic  anemia,  thrombopenia,  leuko- 
penia, hemolytic  anemia,  purpura,  hypoprothrombinemia 
and  methemoglobinemia  Allergic  reactions.  Erythema 
multiforme,  Stevens-Johnson  syndrome,  generalized  skin  eruptions,  epidermal 
necrolysis,  urticaria,  serum  sickness,  pruritus,  exfoliative  dermatitis,  anaphylactoid 
reactions,  periorbital  edema,  conjunctival  and  scleral  injection,  photosensitization, 
arthralgia  and  allergic  myocarditis  Gastrointestinal  reactions:  Glossitis,  stomatitis, 
nausea,  emesis,  abdominal  pains,  hepatitis,  diarrhea  and  pancreatitis.  CNS  reactions: 
Headache,  peripheral  neuritis,  mental  depression,  convulsions,  ataxia,  hallucinations, 
tinnitus,  vertigo,  insomnia,  apathy,  fatigue,  muscle  weakness  and  nervousness. 
Miscellaneous  reactions:  Drug  fever,  chills,  toxic  nephrosis  with  oliguria  and  anuria, 
periarteritis  nodosa  and  L E phenomenon.  Due  to  certain  chemical  similarities  to  some 
goitrogens,  diuretics  (acetazolamide,  thiazides)  and  oral  hypoglycemic  agents, 
sulfonamides  have  caused  rare  instances  of  goiter  production,  diuresis  and 
hypoglycemia  in  patients,  cross-sensitivity  with  these  agents  may  exist.  In  rats,  long- 
term therapy  with  sulfonamides  has  produced  thyroid  malignancies. 

Dosage:  Not  recommended  tor  infants  less  than  two  months  of  age. 

URINARY  TRACT  INFECTIONS  AND  SHIGELLOSIS  IN  ADULTS  AND  CHILDREN  AND 
ACUTE  OTITIS  MEDIA  IN  CHILDREN: 

Adults:  Usual  adult  dosage  for  urinary  tract  infections— 1 DS  tablet  (double  strength), 

2 tablets  (single  strength)  or  4 teasp.  (20  ml)  b.i.d.  for  10-14  days.  Use  identical  daily 
dosage  for  5 days  for  shigellosis. 

Children:  Recommended  dosage  for  children  with  urinary  tract  infections  or  acute  otitis 
media— 8 mg/kg  trimethoprim  and  40  mg/kg  sulfamethoxazole  per  24  hours,  in  two 
divided  doses  for  10  days.  Use  identical  daily  dosage  for  5 days  for  shigellosis. 

For  patients  with  renal  impairment:  Use  recommended  dosage  regimen  when  creatinine 
clearance  is  above  30  ml/min.  If  creatinine  clearance  is  between  15  and  30  ml/min, 
use  one-half  the  usual  regimen.  Bactrim  is  not  recommended  if  creatinine  clearance  is 
below  15  ml/min 

ACUTE  EXACERBATIONS  OF  CHRONIC  BRONCHITIS  IN  ADULTS: 

Usual  adult  dosage:  1 DS  tablet  (double  strength),  2 tablets  (single  strength)  or 
4 teasp,  (20  ml)  b i d.  for  14  days. 

PNEUMOCYSTIS  CARINII  PNEUMONITIS: 

Recommended  dosage:  20  mg/kg  trimethoprim  and  100  mg/kg  sulfamethoxazole  per 
24  hours  in  equal  doses  every  6 hours  for  14  days.  See  complete  product  information 
for  suggested  children's  dosage  table. 

Supplied:  Double  Strength  (DS)  tablets,  each  containing  160  mg  trimethoprim  and  800 
mg  sulfamethoxazole,  bottles  of  100;  Tel-E-Dose®  packages  of  100;  Prescription  Paks 
of  20  and  28.  Tablets,  each  containing  80  mg  trimethoprim  and  400  mg  sulfamethox- 
azole— bottles  of  100  and  500:  Tel-E-Dose®  packages  of  100;  Prescription  Paks  of  40. 
Pediatric  Suspension,  containing  40  mg  trimethoprim  and  200  mg  sulfamethoxazole 
per  teaspoonful  (5  ml);  cherry-flavored— bottles  of  100  ml  and  16  oz  (1  pint). 

Suspension,  containing  40  mg  trimethoprim  and  200  mg  sulfamethoxazole  per 
teaspoonful  (5  ml);  fruit-licorice  flavored— bottles  of  16  oz  (1  pint). 


in  shigellosis... 

faster  relief  of 
diarrhea  than  with 
ampicillin^ 


ROCHE  LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  071 10 


" Bactrira 

succeeds 

\ 

in  recurrent  urinary  tract  infections* 


from  site  to  source 

Bactrim  continues  to  demonstrate  high  clinical  effec- 
tiveness in  recurrent  urinary  tract  infections.  Bactrim 
reaches  effective  levels  in  urine,  serum,  and  renal 
tissue' . . .the  trimethoprim  component  diffuses  into 
vaginal  secretions  in  bactericidal  concentrations’... 
and  in  the  fecal  flora,  Bactrim  effectively  suppresses 
Enterobactehaceae’'^  with  little  resulting  emergence 
of  resistant  organisms. 

1.  Rubin  RH,  Swartz  MN:  N Engi  J Med  303  426-432,  Aug  21,  1980  2.  Data  on  file, 
Medical  Department,  Hoffmann-La  Roche  Inc. 


Bactrim  DS 

160  mg  trimethoprim  and  800  mg  sulfamethoxazole 

DOUBLE  STRENGTH  TABLETS 


THE  FPANCIS  a.  rO’'NTWAY 
LlBR.aRY  OF  MEDPnNE 
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BOSTON,  MASS.  02115 


maximizes  results  with  B.LD.  convenience 


* due  to  susceptible  strains  of  indicated  organisms 


Please  see  previous  page  for  summary  of  product  information. 
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THE  FATIENT  THINKS  * 

HE  HAS  HEART  TROUBLE.. 
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¡IBíresenting  symptoms:  palpitations,  chest  pain, 

nic  exhaustion  and  occasional  difficulties  in  breathing. 
' reason  for  concern.  A complete  workup  uncovers  no 
panic  dysfunction,  but  it  does  reveal  excessively  high 
veis  of  anxiety  and  apprehension. 

Pifbr  rapid  relief  you  prescribe 
Vallum  (diazepam/Roche) 

At  times  like  this.  Valium  (diazepam/Roche)  can  be  a 
potent  therapeutic  ally.  It  works  promptly.  Within  just  a few 
hours,  the  patient  begins  to  feel  calmer.  And  in  a few 'days, 
anxiety  relief  not  only  becomes  more  pronounced  but  a 
noticeable  reduction  in  anxiety-generated  somatic  symp- 
toms also  occurSi 

Equally  impo^ai^  Valium  is  generally  well  tolerated. 
Side  reactions  nxil©  iürious  than  drowsiness,  ataxia  and 
fatigue  are  rare.  P^ijntts  should,  of  course,  be  cautioned 
against  driving  ordflrttóng  alcohol  while  on  Valium  therapy. 
Periodic  reassessmerft  of  the  need  for  antianxiety  medica- 
tion should  also  be  performed. 


NAuum 


€ 


diazeponVRxhe 

2-mg,  5-mg.  10-mg  scored  tablets 

BECAUSE  YOU’RE  CONVINCED 
THE  PATIENT  NEEDS  IT 


Please  see  eunrwiafyef  product  information  on  the  following  page. 


VALIUM^Ídlazepam/Roche) 

Before  prescribing,  please  consult  complete  product 
Information,  a summary  of  which  follows: 
Indications:  Management  of  anxiety  disorders,  or  short- 
term relief  of  symptoms  of  anxiety  Anxiety  or  tension 
associated  with  the  stress  of  everyday  life  usually  does 
not  require  treatment  with  an  anxiolytic.  Symptomatic 
relief  of  acute  agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  withdrawal;  ad- 
lunctively  in  skeletal  muscle  spasm  due  to  reflex  spasm 
to  local  pathology:  spasticity  caused  by  upper  motor 
neuron  disorders,  athetosis:  stiff-man  syndrome:  con- 
vulsive disorders  (not  for  sole  therapy) 

The  efiectivehess  of  Valium  (diazepam/Roche)  in  long- 
term use.  that  is.  more  than  4 months,  has  not  been 
assessed  by  systematic  clinical  studies  The  physiciah 
should  periodically  reassess  the  usefulness  of  the  drug 
for  the  individual  patient 

Contraindicated:  Known  hypersensitivity  to  the  drug. 
Children  under  6 months  of  age  Acute  narrow  angle 
glaucoma,  may  be  used  in  patients  with  opeh  angle 
glaucoma  who  are  receiving  appropriate  therapy. 
Warnings:  Not  of  value  in  psychotic  patients.  Caution 
against  hazardous  occupations  requiring  complete 
mental  alertness  When  used  adiunctively  in  convulsive 
disorders,  possibility  of  increase  in  frequency  and/or 
severity  of  grand  mal  seizures  may  require  increased 
dosage  of  standard  anticonvulsant  medication,  abrupt 
withdrawal  may  be  associated  with  temporary  Increase 
in  frequency  and/or  severity  of  seizures.  Advise  against 
simultaneous  ingestion  of  alcohol  and  other  CNS  de- 
pressants Withdrawal  symptoms  similar  to  those  with 
barbiturates  and  alcohol  have  been  observed  with 
abrupt  discori|inuation.  usually  limited  to  extended  use 
and  excessivé  doses.  Infrequently,  milder  withdrawal 
symptoms  have  been  reported  following  abrupt  dis- 
continuation of  benzodiazepines  after  continuous 
use.  generally  at  higher  therapeutic  levels,  lor  at  least 
several  months  After  extended  therapy,  gradually  taper 
dosage  Keep  addictioh-prone  individuals  under  careful 
surveillance  because  of  their  predisposition  to  habitua- 
tion and  dependence. 

Usage  In  Pregnancy:  Use  of  minor  tran- 
quilizers during  first  trimester  should  almost 
always  be  avoided  because  of  increased  risk 
of  congenital  malformations  as  suggested  In 
several  studies.  Consider  possibility  of  preg- 
nancy when  instituting  therapy;  advise 
patients  to  discuss  therapy  if  they  Intend  to 
or  do  become  pregnant. 

Precautions:  If  combined  with  other  psychotropics  or 
aniiconvulsahts.  consider  carefully  pharmacology  of 
agents  employed:  drugs  such  as  phenothiazines.  nar- 
cotics. barbiturates.  MAO  inhibitors  and  other  antide- 
pressants may  potentiate  its  action  Usual  precautions 
indicated  in  patients  severely  depressed,  or  with  latent 
depression,  or  with  suicidal  tehdencies  Observe 
usual  precautions  in  impaired  renal  or  hepatic  function. 
Limit  dosage  to  smallest  effective  amount  in  elderly 
and  debilitated  to  preclude  ataxia  or  oversedation. 

The  clearance  of  Valium  and  certain  other  benzodiaz 
epines  can  be  delayed  in  association  with  Tagamet 
(cimetidine)  administratioh.  The  clinical  significance 
of  this  is  uhclear 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypoten- 
sion. changes  in  libido,  nausea,  fatigue,  depression, 
dysarthria,  jaundice,  skin  rash,  ataxia,  constipation, 
headache,  incontinence,  changes  in  salivation,  slurred 
speech,  tremor,  vertigo,  urinary  retention,  blurred  vision. 
Paradoxical  reactions  such  as  acute  hyperexcited 
states,  anxiety,  hallucinations,  increased  muscle  spas- 
ticity. insomnia,  rage,  sleep  disturbances,  stimulation 
have  been  reported:  should  these  occur,  discontinue 
drug  Isolated  reports  of  neutropenia,  jaundice;  periodic 
blood  counts  and  liver  function  tests  advisable  during 
long-term  therapy 

Dosage:  Individualize  for  maximum  beneficial  effect. 
Adults:  Anxiety  disorders,  symptoms  of  anxiety,  2 to  10 
mg  bid  to  q i d : alcoholism.  10  mg  t i d.  or  q i d.  in 
first  24  hours,  then  5 mg  t i d or  q i d as  needed, 
adjunctively  in  skeletal  muscle  spasm.  2 to  10  mg  t i d 
or  q I d . adjunctively  in  convulsive  disorders,  2 to  10  mg 
b i d to  q i d.  Geriatric  or  debilitated  patients:  2 to  2'/S 
mg.  1 or  2 times  daily  initially,  increasing  as  needed  and 
tolerated  (See  Precautions  ) Children:  1 to  2VS  mg  t.i.d. 
or  q.i.d.  initially,  increasing  as  needed  and  tolerated  (not 
for  use  under  6 months). 

How  Supplied:  For  oral  administration.  Valium  scored 
tablets — 2 mg.  white:  5 mg.  yellow:  10  mg.  blue — 
bottles  of  100*  and  500;*  Prescription  Paks  of  50, 
available  in  trays  of  10  • Tel-E-Dose«  packages  of  100, 
available  in  trays  of  4 reverse-numbered  boxes  of  25,+ 
and  in  boxes  containing  10  strips  of  10  + 

♦Supplied  by  Roche  Products  Inc.,  Manati,  Puerto 
Rico  00701 

+Supplied  by  Roche  Laboratories.  Division  of 
Hoffmann-La  Roche  Inc.,  Nutley,  New  Jersey  07110 


ROCHE  PRODUCTS  INC 
Manati,  Puerto  Rico  00701 
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Nuestra  Portada 


Columna 

Del 

Editor 


A pesar  de  los  continuados  esfuerzos  por  parte  de 
aquellos  responsables  de  que  nuestra  revista  se  publique, 
la  misma  persiste  en  un  “estado  de  convalescencia".  La 
agudización  de  la  enfermedad  crónica  que  padecía  el  Bole- 
tín se  ha  superado  sin  alcanzar  aún  la  recuperación  total. 
El  obstáculo  al  mejoramiento  de  nuestra  publicación  es 
uno  meramente  económico  y al  presente  no  se  vislumbra 
ninguna  estrategia  o acción  para  la  solución  permanente 
de  dicho  problema.  En  lo  que  aparece  la  “transfusión” 
salvadora  continuamos  nuestro  trabajo  con  ei  mismo  vigor 
V entusiasmo  que  al  comienzo  de  nuestra  misión  editorial. 

Siguen  la  mayoría  de  nuestras  secciones  mensuales 
fijas  y además  incluimos  los  resúmenes  de  las  comunica- 
ciones libres  que  serán  presentadas  en  las  Sesiones  Cien- 
tíficas de  nuestra  Convención  Anual  el  próximo  noviem- 
bre. Confiamos  que  la  publicación  de  los  resúmenes 
contribuyan  al  mejor  entendimiento  de  estas  presentacio- 
nes por  parte  de  los  compañeros  que  asistan  a las  mismas 
y amplíe  el  conocimiento  de  aquellos  que  se  vean  imposi- 
bilitados de  asistir. 

La  obra  que  reproducimos  en  la  portada  se  titula  “Yo, 
Borges",  la  más  reciente  del  artista  puertorriqueño  Fran- 
cisco Bodón  Nuestra  revista  es  honrada  con  su  publica- 
ción El  mensaje  que  hay  en  la  obra  es  merecedor  del  más 
profundo  análisis  y reflexión 

Esperamos  que  el  número  confeccionado  sea  de  in- 
terés para  todos  La  Junta  Editora  del  Boletín  de  la  AMPR 
agradece  cualquier  contribución  o sugerencia  escrita  que 
tengan  a bien  hacer  nuestros  lectores  con  relación  al 
contenido,  formato,  etc  de  la  misma.  Invitamos  a la  crítica 
bien  intencionada  y constructiva,  ello  ayudará  a mantener 
un  espíritu  de  superación  constante  y por  consiguiente  se 
mantendrá  la  excelencia  científica  y gráfica  a que  aspira- 
mos. 
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Yo,  Borges.  Litografía  original  del  pintor  puertorri- 
queño Francisco  Bodón  con  caligrafía  de  Enrique  Martí- 
Coll.  Obra  inspirada  en  el  poema  inédito  "Yo",  del  escritor 
y poeta  argentino  Jorge  Luis  Borges.  Esta  obra  fue  reali- 
zada a 18  tintas,  en  papel  saundersy  su  tamaño  es  de  37y2 
X 25V2  pulgadas.  Esta  edición  consta  de  175  ejemplares 
firmados  y numerados  a lápiz.  Se  termina  de  imprimir  en 
septiembre  de  1982  en  el  taller  Siena  de  Nueva  York. 

La  reproducción  en  nuestra  portada  de  esta  obra  de 
arte  ha  sido  posible  gracias  a la  gentileza  del  autor  y a la 
cooperación  del  Taller-Galería  André  en  el  Condominio  El 
Centro  en  Hato  Bey,  donde  se  halla  expuesta. 


Rafael  Villavicencio,  MD 
Presidente  Junta  Editora 
Boletín  Asociación  Médica 
de  P R • 
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“lb  maintain  decreased 
blood  pressure, 
sodium  must  be  excreted 
regularly  throughout 
each  24-hour  period.”' 


In  hypertension 

Hygroton' 

(Chlorthalidone  USP) 


Make  it  vour  First  Step  in 
Stepped  Care  because... 
no  other  diuretic  blocks 
sodium  retention  longer 


Hygroton* 

(chlorthalidone  USP) 


O o 


BRIEF  SUMMARY 

Indications:  Hypertension,  adjunctive  therapy  in  edema. 
Contraindications:  Anuria,  hypersensitivity  to  chlorthalidone 
or  other  suKonamide-denved  drugs  Wdmings:  Should  be 
used  with  caution  in  severe  renal  disease,  impaired  hepatic 
function  or  progressive  liver  disease.  May  add  to  or  potentiate 
the  action  of  other  antihypertensive  drugs  Sensitivity 
reactions  may  occur  in  patients  with  a history  of  allergy  or 
bronchial  asthma  There  is  a possibility  of  exacerbation  or 
activation  of  systemic  lupus  erythematosus  with  thiazides, 
which  are  related  to  chlorthalidone.  This  has  not  been 
reported  with  chlorthalidone  Thiazides  cross  the  placental 
barrier  and  appear  in  cord  blood.  Use  in  pregnant  women 
requires  that  the  anticipated  benefits  of  the  drug  be  weighed 
against  possible  hazards  to  the  fetus.  These  hazards  include 
letal  or  neonatal  laundice,  thrombocytopenia,  and  possibly 
other  adverse  reactions  which  have  occurred  in  the  adult.  In 
nursing  mothers,  thiazides  cross  the  placental  barrier  and 
appear  in  breast  milk  II  use  ol  the  drug  is  essential,  the 
patient  should  stop  nursing  Precautions:  Periodic 
determination  of  serum  electrolytes  to  detect  possible 
electrolyte  imbalance  should  be  performed  at  appropriate 
intervals  All  patients  receiving  chlorthalidone  should  be 
observed  lor  clinical  signs  ol  fluid  or  electrolyte  imbalance: 
namely,  hyponatremia,  hypochloremic  alkalosis, 
and  hypokalemia  Serum  and  urine  electrolyte  determinations 
are  particularly  important  when  the  patient  is  vomiting 


excessively  or  receiving  parenteral  fluids.  Medication  such  as 
digitalis  may  also  influence  serum  electrolytes.  Hypokalemia 
may  develop  with  chlorthalidone  as  with  any  other  potent 
diuretic,  especiaily  with  brisk  diuresis,  when  severe  cirrhosis 
is  present,  or  during  concomitant  use  of  corticosteroids  or 
ACTH.  Interference  with  adequate  oral  electrolyte  intake  will 
also  contribute  to  hypokalemia.  Digitalis  therapy  may 
exaggerate  metabolic  effects  of  hypokalemia  especially  with 
reference  to  myocardial  activity  Any  chloride  deficit  is 
generally  mild  and  usually  does  not  require  specific  treatment 
except  under  extraordinary  circumstances  (as  in  liver  disease 
or  renal  disease)  Dilutional  hyponatremia  may  occur  in 
edematous  patients  in  hot  weather.  Hyperuricemia  may  occur 
or  gout  be  precipitated  in  certain  patients.  Insulin 
requirements  in  diabetic  patients  may  be  increased, 
decreased,  or  unchanged  and  latent  diabetes  mellitus  may 
become  manifest  Chlorthalidone  ano  related  drugs  may 
increase  the  responsiveness  to  tubocurarine  The 
antihypertensive  effects  of  the  drug  may  be  enhanced  In  the 
postsympathectomy  patient.  Chlorthalidone  and  related  drugs 
may  decrease  artenal  responsiveness  to  norepinephrine 
If  progressive  renal  impairment  becomes  evident,  as 
indicated  by  a nsing  nonprotein  nitrogen  or  blood  urea 
nitrogen,  a careful  reappraisal  of  therapy  is  necessary  with 
consideration  given  to  withholding  or  discontinuing  diuretic 
therapy  Chlorthalidone  and  related  drugs  may  decrease 


serum  PBI  levels  without  signs  of  thyroid  disturbance 
Adverse  Reactions:  Anorexia,  gastric  irritation,  nausea, 
vomiting,  crainping,  diarrhea,  constipation,  jaundice 
(intrahepatic  cholestatic  jaundice),  pancreatitis:  dizziness, 
vertigo,  paresthesias,  headache,  xanthopsia:  leukopenia, 
agranulocytosis,  thrombocytopenia,  aplastic  anemia: 
purpura,  photosensitivity,  rash,  urticaria,  necrotizing 
angiitis  (vasculitis)  (cutaneous  vasculitis).  Lyell's  syndrome 
(toxic  epidermal  necrolysis)  Orthostatic  hypotension  may 
occur  and  may  be  aggravated  by  alcohol,  barbiturates  or 
narcotics.  Other  adverse  reactions  Include  hyperglycemia, 
glycosuria,  hyperuricemia,  muscle  spasm,  weakness, 
restlessness,  impotence  Whenever  adverse  reactions  are 
moderate  or  severe,  chlorthalidone  dosage  should  be  reduced 
or  therapy  withdrawn  Usual  Dose:  One  tablet  daily 
How  Supplied:  Tablets-1(X)  mg  (white,  scored).  50  mg 
(aqua)  in  bottles  of  100. 1000  and  5000  25  mg.  (peach)  in 
bottles  of  100  and  1000:  unit-dose  blister  packs,  boxes  of 
100  (10  X 10  strips). 

Reference:  1 Finnerty.  FA  . Jr : Hypertension  The 
Continuing  Challenge.  Saentific  Exhibit.  Meeting  of  the  AAFP 
Boston.  Mass  , Sept  20-23, 1976 


USV  Laboratories  Inc. 
Manatí.  PR  00701 


Multimedia  Seminar: 

Up  to  2 Credit  Hours,  Category  1 PRA/AMA 

A distinguished  panel  of  authorities  confronts  the 
major  clinical  risk  factors  in  cardiovascular  disease 
management.  Filmed  case  studies  help  the  primary 
care  physician  identify  and  evaluate  the  patient’s 
"risk  profile”  and  assess  cardiovascular  treatment. 

Self-study  Program: 

4 Credit  Hours,  Category  ^ PRA/AMA 

Follow-up  clinical  monograph 
discusses  in  depth  1)  clinical 
issues  and  2)  practical  strat- 
egies. Completion  of  the 
monograph  and  accompany- 
ing quiz  reinforces  the  seminar 
material. 


Total  Program  with  Materlals- 
Free  of  Charge 

The  program  includes:  two  film  segments  on 
16mm  or  %"  videocassette  (on  loan),  step-by-step 
Moderator's  Guide,  Participant  Workbooks, 
Self-study  Program  and  publicity  kit-everything 
needed  to  present  a one-  or  two-hour  seminar  with 
minimal  preparation. 

For  further  information 

Mail  the  coupon  or  call  toll-free 

- 800-526-4299. 

In  New  Jersey,  call 
(201)  636-6600. 


Cardicwascutar  Disease^ 

Risk-Reduction 

Strategies 


M.E.D.  Communications 
655  Florida  Grove  Road,  Hopelawn,  NJ  08861 
Please  send  me  full  details  on  faculty,  agenda, 
accreditation  and  booking  for  the  CME  seminar, 
Cardiovascular  Disease:  Risk-Reduction  Strategies. 


Name 

« 

Title  _ 


(PLEASE  PRINT) 


Institution 
Street 


Cardiovascular  Disease:  Risk-Reduction  Strategies 
was  produced  in  collaboration  with  New  York  Medical  College  by 
M.E.D.  Communications  under  a grant  from  Bristol  Laboratories, 
Division  of  Bristol-Myers  Company.  ME0703  8/82 


City 


State Zip 


Telephone 

(AREA  CODE) 


AMA 


En  el  año  1 900  Landsteiner  descubrió  tres  de  los  cuatro 
grupos  sanguíneos  cuando  probó  el  suero  y las  células 
rojas  de  un  grupo  de  sus  colaboradores  entre  sí.  Observó 
que  había  dos  tipos  de  reacciones  y la  ausencia  de  reac- 
ción en  un  tercero.  Así  se  llamaron  los  grupos  A y B;  a la 
ausencia  de  reacción  se  le  llamó  O.  Un  año  más  tarde  se 
descubrió  el  cuarto  grupo  AB. 

Landsteiner  recibió  el  Premio  Nobel  de  Medicina  en 
1 930.  En  la  conferencia  de  aceptación  habló  del  concepto 
de  la  individualidad  de  la  sangre  humana  y su  creencia  de 
que  habían  muchos  otros  antígenos  en  las  células  rojas. 
Esto  llevó  a los  hallazgos  de  los  grupos  MN  y P. 

En  1940  se  descubrió  el  factor  Rh  y su  relación  con  la 
anemia  hemolítica  del  recién  nacido,  y reacciones  a trans- 
fusiones sanguíneas.  Este  hallazgo  fue  de  transcendental 
importancia,  y abrió  el  campo  al  descubrimiento  de  nuevos 
sistemas  de  grupos  sanguíneos  y otras  ramificaciones.  En 
años  recientes,  la  prevención  de  la  enfermedad  hemolí- 
tica, por  incompatibilidad  del  tipo  Rh  del  recién  nacido  con 
Rhogam,  se  ha  convertido  en  uno  de  los  logros  de  la 
medicina  moderna. 

Sin  embargo,  los  grupos  sanguíneos  han  tenido  gran 
importancia  en  otros  aspectos,  además  de  la  hemoterapia 
y la  immunohematología.  La  genética  ha  tenido  grandes 
adelantos  debido  a estos  descubrimientos,  y con  ellos  la 
antropología.  En  este  volumen  del  Boletín  se  presenta  un 
trabajo  de  gran  interés,  sobre  los  grupos  sanguíneos  del 
puertorriqueño,  por  el  fenecido  Dr.  Antonio  Barquet  Ché- 
diak, el  Dr.  Pedro  J.  Santiago  Borrero,  y el  Sr.  Juan  Pérez 
Ayala.  Aquí  se  confirman  estudios  realizados  por  Menén- 
dez  Corrada,  donde  se  demuestra  una  diferencia  entre 
los  grupos  sanguíneos  de  nuestra  población  y la  de  los 
norteamericanos.  Los  datos  demuestran  que  la  herencia 
africana  ha  dejado  su  marca  genética  en  los  grupos  san- 
guíneos de  los  puertorriqueños.  Nos  hubiera  gustado  ver 
datos  sobre  grupos  sanguíneos  en  el  Sur  de  España  o en  el 
Norte  de  Africa,  para  compararlos  con  los  nuestros.  Sin 
embargo,  podemos  sentirnos  seguros  de  que  hay  datos 
conclusivos  sobre  la  prevalencia  de  grupos  sanguíneos  de 
nuestra  población  para  que  los  estudiosos  de  la  genética  y 
la  antropología  continúen  sus  observaciones.  El  investigar 
nuestra  problemática  es  uno  de  los  objetivos  principales 
de  nuestra  Universidad. 

No  podemos  concluir  estas  observaciones  sin  hacer  un 
tributo  al  médico  hematólogo  que  más  contribuyó  al  cono- 
cimiento de  este  campo  en  Puerto  Rico.  El  Dr.  Antonio 
Barquet  Chédiak  fue  hijo  adoptivo  de  Puerto  Rico  desde 
1 960,  cuando  comenzó  como  Director  del  Laboratorio,  y 
Catedrático  Auxiliar  de  Patología  en  nuestra  Escuela  de 
Medicina.  Sus  conocimientos  de  la  escuela  europea  en  la 
hematología  era  un  constante  reto  para  los  demás  adies- 
trados en  la  escuela  norteamericana.  El  doctor  Barquet 
dominó  el  campo  de  la  compatibilidad  sanguínea  y las 


pruebas  de  paternidad  como  nadie  que  conozcamos.  En  el' 
último  año  había  establecido  un  laboratorio  en  el  Recinto 
de  Ciencias  Médicas  para  ampliar  los  serviciosy  la  investi- 
gación de  este  campo.  La  muerte  lo  sorprendió  cuando 
apenas  comenzaba  a disfrutar  este  logro. 

Este  volumen  del  Boletín  de  la  Asociación  Médica  d^ 
Puerto  Rico  imprime  la  última  contribución  del  Dr.  Antonio 
Barquet  Chédiak  a Puerto  Rico. 


Norman  Maldonado,  M.ü. 
Rector 

Recinto  de  Ciencias  Médicas 
Universidad  de  Puerto  Rico 
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ESTUOiOS  CLiNiCOS 

Desarrollo  Sexual  Precoz:  Estudio  Clínico  en  la 
Región  Occidental  de  Puerto  Rico 

Adolfo  Pérez  Comas,  M D Ph  D 


Resumen 

El  desarrollo  sexual  precoz  puede  manifestarse  en 
forma  completa  (desarrollo  sexual  precoz  verdadero  y 
pseudodesarrollo  sexual)  o en  forma  incompleta,  como 
serían  la  telarquía  prematura  y la  adrenarquia  precoz. 
Cualquier  manifestación  de  desarrollo  sexual  antes  de 
los  8 años  es  anormal  y debe  ser  evaluada. 

Se  resume  nuestra  experiencia  clínica  en  la  evalua- 
ción de  272  pacientes  en  los  últimos  1 0 años.  Se  docu- 
menta la  elevación  de  hormonas  pítuitáricas  y ováricas 
(FSH-LH-Prolactina-Estrógenos)  en  un  sinnúmero  de 
pacientes,  detallados  en  el  texto,  y se  correlacionan  con 
las  formas  diagnósticas  de  telarquía  prematura,  puber- 
tad precoz,  y adrenarquia  precoz.  Se  estudia  la  distribu- 
ción de  pueblos,  edad  de  comienzo  y la  fecha  de  apari- 
ción por  mes  y año.  Se  observa  una  mayor  aparición  de 
casos  en  los  años  1 975,  1 978-79  y 1 980,  siendo  este 
último  el  de  mayor  incidencia  de  casos  de  telarquía 
prematura  y en  el  año  1979  el  de  mayor  número  de 
casos  con  pubertad  precoz. 

Se  resalta  la  importancia  de  estudios  clínicos  y epide- 
miológicos bien  planificados. 


La  aparición  de  tejido  mamario  (telarquia)  antes  de  los  8 
años  de  edad  se  considera  un  hallazgo  anormal.  La  apa- 
rición de  menarquia  o de  vello  sexual  (adrenarquia  o pu- 
barquia)  antes  de  los  9 años  de  edad  es  también  conside- 
rado como  anormal,  ameritando  una  evaluación  a fondo 
de  estos  pacientes 

El  desarrollo  sexual  precoz  puede  presentar  característi- 
cas del  mismo  o del  sexo  opuesto  (iso-o  heterosexual). 
Puede  ser  ocasionado  por  una  descarga  prematura  de  las 
hormonas  hipotalámico-hipofisarias  responsables  del  de- 
sarrollo puberal  normal,  pubertad  precoz  verdadera,  se- 
cundarla o procesos  que  induzcan  dicha  malfunción  pre- 
matura; o bien,  puede  tratarse  de  una  pseudopubertad 
precoz  secundaria  a factores  exógenos,  tumores  ováricos, 
adrenales  o de  otra  localización  extracerebral,  o que  se 
trate  de  un  desarrollo  sexual  prematuro  incompleto,  como 
es  el  caso  de  la  telarquia  y de  la  adrenarquia.  2.3 

En  los  últimos  diez  años  hemos  evaluado  más  de  400 
pacientes  con  alguna  forma  de  desarrollo  sexual  precoz,  lo 
cual  nos  ha  motivado  a revisar  nuestros  datos  con  fines 
clínicos  y diagnósticos.  En  1 979  lanzamos  en  la  conferen- 
cia que  dieramos  sobre  el  tema  en  el  Hospital  Auxilio 
Mutuo  durante  el  curso  anual  de  la  Sociedad  Puertorri- 
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queña  de  Endocrinología  y Diabetes,  nuestra  preocupa- 
ción sobre  la  elevada  incidencia  de  la  condición  en  nuestro 
medio.  Estamos  conscientes  de  que  en  otras  regiones  del 
país  el  fenómeno  es  similar  lo  cual  nos  crea  preocupación 
por  el  posible  agente  o agentes  causales  de  la  misma. 

En  el  reciente  Congreso  Cubano-Soviético  de  Endocri- 
nología,'* celebrado  en  La  Habana  presentamos  nuestros 
datos,  observando  luego  en  el  período  de  diálogo  experien- 
cias similares  en  Cuba.  En  dicho  país,  la  condición  es  ob- 
servada con  cierta  frecuencia. 


Materiales  y Métodos: 

Se  evaluaron  los  expedientes  de  272  pacientes  con 
desarrollo  sexual  precoz  evaluados  en  nuestro  consultorio 
en  el  período  comprendido  entre  febrero  de  1972  a no- 
viembre de  1981.  En  la  región  hemos  evaluado  más  pa- 
cientes con  la  condición,  pero  debido  a la  inabilidad  de 
poder  localizar  los  expedientes  completos  en  el  Centro 
Médico  de  Mayagüez,  la  misma  no  se  incluye. 

Con  fines  clínicos  se  estudiaron  los  siguientes  paráme- 
tros: niveles  séricos  de  muestras  aisladas  de  FSH,  LH, 
estrógenos  totales,  prolactina,  17  cetosteroides  en  orina, 
testoterona  plasmática  en  varones,  índice  de  maduración 
estrogénico,  placa  lateral  de  cráneo,  edad  ósea  com- 
puesta, y la  presencia  documentada  de  tejido  mamario; 
vello  púbico  y/o  axilar,  además  de  los  datos  del  examen 
rectal  en  ambos  sexos.  Se  trata  de  establecer  la  relación 
con  pueblo  de  origen,  la  edad  de  comienzo  de  síntomas, 
sexo  y diagnóstico  de  condiciones  asociadas.  En  algunos 
pacientes  seleccionados  y limitados  por  sus  condiciones 
económicas  se  realizaron  estudios  sonográficos. 

Las  determinaciones  hormonales  fueron  realizadas  en 
laboratorios  comerciales  de  reconocida  solvencia  cientí- 
fica como  son,  Bio  Science,  Reference  Labs,  y Roche  Clini- 
cal Laboratories  de  Norteamérica. 

Para  fines  analíticos  diferenciamos  a los  pacientes 
como  normales  o anormales  para  las  diversas  hormonasy 
estudios  realizados,  teniendo  en  cuenta  la  metodología 
específica  de  cada  laboratorio  y la  edad  del  sujeto.  Para  la 
edad  ósea,  que  fue  realizada  en  forma  compuesta  utili- 
zando diversos  centros  de  osificación,  asumimos  acelera- 
ción de  la  misma  en  las  siguientes  circunstancias: 


Edad  Paciente 

0 a 1 1 meses 

1 a 3 años 
4 años  más 


Límite  Normal:  Aceleración 
menor  de  6 meses 
menor  de  12  meses 
menor  de  2 años 


En  todos  aquellos  que  excedieron  estas  cifras  se  consi- 
deró la  edad  ósea  como  acelerada. 

Se  diferencian  los  pacientes  bajo  los  diagnósticos  de 
Telarquia,  Adrenarquia  y Pubertad  Precoz,  usando  los  da- 
tos especificados  en  la  Tabla  1. 
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Tabla  I 


Caracteres  Diagnósticos 

Telarquia 

Pubertad  Precoz 

Adrenarquia 

Tejido  mamario 

+ 

-F  0 — 

— 

Estrógenos 

-f  0 — 

-F  o — 

— 

Indice  de  maduración 

+ o — 

-F 

— 

Edad  ósea 

N 

N o A 

N 0 A 

Cervix 

N o A 

N 0 A 

N 0 A 

Gonadotropinas 

N 

N 0 A 

N 

Prolactina 

N 

N 0 A 

N 

17  Cetosteroides 

N 

N o Lig  A 

N o Lig  A 

Testosterona 

N 

N 0 A 

N 0 Lig  A 

(+)  Presente  ( — ) Ausente  (N)  Normal  (A)  Aumentado  (Lig)  Ligeramente 


El  diagnóstico  de  Pubertad  Precoz  implica  la  evidencia 
de  anomalies  en  varias  áreas,  hallazgos  aislados  de  desa- 
rrollo mamario  (Telarquia)  o vello  sexual  (pubarquia)  cons- 
tituyen formas  incompletas  de  desarrollo  sexual  prema- 
turo y no  pueden  clasificarse  bajo  el  término  de  pubertad 
precoz.  No  debe  confundirse  con  Pubertad  Precoz  con 
desarrollo  sexual  temprano  o precoz. 

Asumimos  que  los  niveles  de  gonadotropina  elevadas 
por  encima  de  lo  normal  para  la  edad  presuponen  un  me- 
canismo fisiológico  puberal,  por  lo  que  aquellos  pacientes 
que  lo  presenten  son  considerados  como  afectados  de 
pubertad  precoz,  aunque  el  único  hallazgo  físico  sea  telar- 
quia o pubarquia  aislada. 

Se  resumen  los  datos  clínicos  de  121  pacientes  con 
telarquia  prematura,  121  pacientes  con  pubertad  precoz 
(118  hembras  y 3 varones)  y 30  pacientes  con  Adrenar- 
quia  precoz  (27  hembras  y 3 varones). 

Los  pacientes  con  hiperplasia  adrenal  fueron  excluidos 
del  estudio. 

HALLAZGOS 

1 . Desarrollo  mamario 

En  229  pacientes  se  observó  desarrollo  mamario.  En 
1 21  pacientes  se  documentó  el  diagnóstico  de  Telarquia 
Precoz  y,  en  108  pacientes  el  diagnóstico  de  Pubertad 
Precoz.  Se  observó  aumento  de  tejido  mamario  en  el  84% 
de  los  pacientes  con  desarrollo  sexual  precoz  (incluyendo 
adrenarquia).  En  muchos  pacientes  el  desarrollo  mamario 
era  asimétrico,  observándose  en  ocasiones  en  forma  uni- 
lateral, diferencia  en  tamaño,  y en  ocasiones  diferencias 
en  los  estadios  de  desarrollo  mamario  de  Tanner  entre  un 
seno  y el  otro. 

2.  Gonadotropinas  Séricas 

Se  estudiaron  niveles  de  gonadotropinas  séricas  en 
muestras  aisladas  en  1 73  pacientes  encontrándose  valo- 
res elevados  de  FSH  o LH  en  86  pacientes.  En  25  pacientes 
se  observó  elevación  de  ambas  hormonas  (Tabla  2).  Se 
observó  la  asociación  de  Pubertad  Precoz  y aumento  de 
FSH  en  83  pacientes  y de  LH  en  31  pacientes. 

Tabla  II 


Gonadotropinas 


Niveles 

Niveles 

normales 

elevados 

FSH  > LH 

48 

60 

LH  > FSH 

21 

17 

FSH  (Determinación  aislada) 

14 

7 

FSH  = LH 

4 

2 

3.  Estrógenos 

Se  evidenció  el  efecto  estrogénico  bien  por  un  índice  de 
maduración  positivo,  bien  mediante  la  detección  de  estró- 
genos totales  séricos,  o por  ambos  en  un  total  de  156 
pacientes.  Se  observaron  estrógenos  aumentados  en  50 
de  62  pacientes  (8t%)  evaluados  con  telarquia  y en  84  de 
93  pacientes  (90%)  evaluados  por  pubertad  precoz.  En  34 
pacientes  se  realizaron  ambas  determinaciones  (índice  de 
maduración  - estrógenos  totales)  concordando  los  hallaz- 
gos en  25  de  ellos  (74%  concordancia). 

Los  estrógenos  estuvieron  aumentados  a la  vez  que  los 
niveles  de  FSH  en  40  pacientes,  junto  a LH  en  8 pacientes, 
observándose  un  incremento  de  FSH-LH  y estrógenos  en 
1 6 pacientes.  En  64  pacientes  el  incremento  de  estrógeno 
estuvo  asociado  a un  incremento  de  FSH  o de  LH. 

4.  Prolactina  Sérica 

Los  niveles  de  prolactina  fueron  estudiados  en  16  pa- 
cientes femeninas,  encontrándose  elevadas  en  5 pacien- 
tes. El  incremento  de  prolactina  se  observó  asociado  a 
niveles  elevados  de  FSH  en  4 pacientes  (66%);  a niveles 
elevados  de  LH  en  3 pacientes  (50%)  y asociado  p un 
incremento  de  ambas  hormonas  en  2 pacientes  (33%). 

Los  niveles  de  prolactina  estuvieron  asociados  a otros 
hallazgos  en  la  siguiente  forma; 


Aumentos  Asociados  Pacientes 

FSH  - LH  - Estrógenos-Prolactina  1/6 

FSH  - Estrógenos-Prolactina  1/6 

LH  - Estrógenos-Prolactina  2/6 

Edad  Osea  - Prolactina  2/6 


5.  Cervix 

Por  examen  rectal  se  estableció  la  presencia  de  cervix 
palpable  en  todas  las  niñas  evaluadas.  El  cervix  palpable 
antes  de  los  7 años  de  edad  fue  considerada  como  agran- 
dada y anormal.  En  227  pacientes  tenemos  datos  definiti- 
vos de  esta  evaluación,  observándose: 


Cervix  Palpable 

No  palpable 

Telarquia 

69 

36 

Pubarquia 

7 

12 

Pubertad  precoz 

77 

26 

6.  Edad  Osea 

Se  hicieron  estudios  de  edad  ósea  en  210  pacientes 
observándose  los  siguientes  datos  de  pacientes: 


N = 173 
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Edad  Osea 

Telarquia 

Pubertad 

Precoz 

Pubarquia 

Normal 

75 

61 

16 

Aumentada 

- 

48 

6 

Disminuida 

1 

3 

- 

Cabe  señalar  que  por  definición  no  podía  haber  caso  de 
telarquia  con  edad  ósea  aumentada.  Entre  los  pacientes 
con  pubertad  precoz  y edad  ósea  atrasada  habían  dos 
pacientes  con  pseudopubertad  precoz  por  hipotiroidismoy 
el  tercer  caso  estaba  asociado  con  epilepsia. 


7.  Año  de  Comienzo 

Se  evaluaron  los  expedientes  para  determinar  la  fecha 
más  aproximada  del  comienzo  de  los  síntomas  y así  tratar 
de  establecer  alguna  correlación  anual  y estacionaria. 

La  figura  1 muestra  los  casos  de  telarquia  evaluados  por 
nosotros,  cuya  sintomatología  comenzó  entre  los  años 
1 971-1981 . Se  observó  una  mayor  incidencia  en  los  años 
1 975,  1 978,  1 979  y 1 980,  disminuyendo  ligeramente  en 
1 981 . El  año  de  mayor  incidencia  fue  en  1 980,  observán- 
dose 25  pacientes. 


CASOS  DE  TELARQUIA  PREMATURA 
REGION  DE  OCCIDENTAL  DE  PUERTO  RICO 


NUMERO  DE  CASOS 


CASOS  POR  ANO 


En  la  figura  2 se  observa  el  año  de  aparición  de  los  casos 
de  pubertad  precoz.  Presenta  una  distribución  muy  similar 
a los  de  telarquia,  diferenciándose  en  que  elpico  de  mayor 
ajmero  de  casos  fue  en  el  año  1979  (29  pacientes)  en 
lugar  del  1 980  como  se  observó  en  los  de  telarquia.  En  los 
años  1972  a 1976  se  evaluaron  más  casos  de  pubertad 
precoz  que  de  telarquia. 


CASOS  DE  PUBERTAD  PRECOZ 

REGION  OCCIDENTAL  DE  PUERTO  RICO 


NUMERO  DE  CASOS 


CASOS  POR  ANO 

La  figura  3 muestra  la  frecuencia  relativa  de  ambas 
condiciones  por  año. 

Fí9  3 

TELARQUIA  Y PUBERTAD  PRECOZ 

REGION  OCCIDENTAL  DE  PUERTO  RICO 

TELARQUIA  PUBERTAD  PRECOZ 


NUMERO  DE  CASOS 


8.  Incidencia  por  Meses 

En  la  mayor  parle  de  los  casos  la  distribución  de  telar- 
quia y pubertad  precoz essimilarcon  respectoa  los  meses. 
En  los  años  1 979,  1 980  y 1 981  la  pubertad  precoz  parece 
ser  más  frecuente  que  la  telarquia  en  los  meses  de  junio  a 
diciembre. 

9.  Menarquia 

Solo  se  observó  la  presencia  de  regla  antes  de  tiempo  en 
3 pacientes.  Una  presentaba  hipotiroidismo  primario  aso- 
ciado a pubertad  precoz  que  ha  sido  tópico  de  publicacio- 
nes previas, otro  se  trataba  de  una  niña  con  sindrome 
de  Down,  hipotiroidismo  primario  y menarquia  desapare- 
ciendo en  ambos  la  regla  al  controlarse  la  tiroide.  La  terce- 
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ra  paciente  no  volvió  a reevaluación  desconociéndose  la 
causa  de  la  menarquia. 

10.  Diagnósticos  Asociados 
Se  observó  pubarquia  asociada  a obesidad  en  9 obesos 
(1  varón  y 8 hembras),  sin  embargo  fue  más  frecuente  en 
los  no  obesos  (2  varones  y 19  hembras). 

Se  encontró  asociado  a otros  diagnósticos  en  23  pacien- 
tes distintos  como  detalla  la  Tabla  3,  observándose  aso- 
ciado a varios  síndromes,  a epilepsia  y a cardiopatías 
congénitas.  Ello  mostró  su  relación  directa,  específica,  con 
este  conjunto  de  enfermedades  que  aunque  raras,  existen 
en  nuestro  país. 

Tabla  III 


Diagnósticos  Asociados  Documentados 


Síndromes: 

Cardiopatías: 

Noonan 

1 

Ductus 

1 

Leri  Weil 

1 

VSD 

1 

Russell  Silver 

2 

Estenosis  pulmonar  y 

Me  Cune  Albright 

1 

Adenomatosis 

Sospechado 

2 

Pulmonar  Dística 

1 

Displasia  Espondilocostal 

1 

Otros; 

Tumor  células  intersticiales 

latrogénicos: 

de  testículo  izquierdo 

1 

Pomada  estrogénica 

1 

Leucemia 

1 

Anticonceptivos 

1 

Epilepsia 

4 

1 1 . Comienzo  Síntomas  - Edad  de  pacientes 

Las  figuras  4,  5 y 6 muestran  la  edad  del  comienzo  de 
síntomas  de  los  pacientes  de  telarquia,  pubarquia  y puber- 
tad precoz  evaluados. 


Se  observaron  pacientes  con  telarquia  desde  el  naci- 
miento que  luego  no  desapareció.  Puede  observarse  que 
el  período  de  mayor  presentación  fue  entre  los  6 - 24 
meses  de  edad  existiendo  picos  esporádicos  a otras  eda- 
des. Los  picos  de  aparición  de  pubertad  precoz,  observán- 
dose una  mayor  incidencia  entre  los  6 - 1 8 meses  de  edad 
con  otro  pico  importante  a los  4 años  de  edad.  En  los  casos 
de  pubarquia,  se  observa  un  pico  a los  72  meses  y otro 
entre  los  80  y 86  meses. 
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Tabla  IV 

PACIENTES  AFECTADOS  POR  PUEBLO 


Pueblo 

Total 

Telarquia 

Pubertad  Precoz 
con  telarquia 

F ubertad  Precoz 
sin  telarquia 

Adrenarquia 

Lajas 

8 

2 

2 

— 

4 

San  Sebastián 

7 

5 

2 

— 

— 

Mayagüez 

31 

16 

13 

1 

1 

Arecibo 

4 

1 

1 

— 

2 

Aguada 

13 

10 

1 

— 

2 

Aguadílla 

14 

11 

2 

1 

— 

Hormigueros 

6 

4 

1 

0 

1 

Lares 

4 

2 

— 

— 

2 

Isabela 

9 

4 

5 

— 

— 

San  Germán 

11 

7 

4 

— 

— 

Moca 

4 

1 

1 

1 

1 

Quebradíllas 

2 

2 

— 

— 

— 

Añasco 

4 

4 

— 

— 

— 

Sabana  Grande 

9 

3 

4 

— - 

2 

Cabo  Rojo 

8 

2 

5 

1 

— 

Yauco 

3 

0 

3 

— 

— 

Salinas 

1 

0 

1 

— 

— 

Ponce 

1 

— 

— 

1 

— 

Guayanílla 

2 

1 

— 

1 

— 

Peñuelas 

1 

1 

— 

— 

— 

12.  Incidencia  por  Pueblos 

La  Tabla  4 muestra,  en  los  casos  donde  se  pudo  detallar, 
los  pacientes  afectados  por  pueblo.  La  figura  7 muestra  la 
incidencia  de  casos  de  telarquia  prematura  en  los  años 
1 975- 1981,  relacionado  con  el  número  de  recién  nacidos 
vivos  de  cada  pueblo  de  la  región. 


Nuestros  datos,  al  igual  que  de  otros  endocrinólogos  del 
país,  confirman  que  el  desarrollo  sexual  precoz  es  un  pro- 
blema de  salud  pública  en  Puerto  Rico  que  amerita  evalua- 
ción seria  y detallada,  para  delimitar  su^alcance  y sus 
posibles  factores  etiopatogénicos.  En  otras  poblaciones  y 
países  se  observa  la  condición  pero  no  en  números  tan 
elevados  como  en  nuestro  país.  En  los  pasados  dos  meses 
hemos  hecho  indagaciones  personales  en  Venezuela, 
Costa  Rica  y Ecuador,  determinando  que  la  condición  es 
rara  en  estas  poblaciones,  al  especialistas  en  la  materia 


indicarnos  que  son  muy  pocos  los  pacientes  afectados  que 
han  visto. 

Al  presente  respaldamos  los  proyectos  investigativos 
que  están  siendo  realizados  por  el  Departamento  de  Salud 
y el  Centro  para  el  Control  de  Enfermedades  de  Atlanta 
dándole  todo  nuestro  apoyo  al  mismo. 

Con  frecuencia  no  podemos  realizar  todos  los  estudios 
deseados  en  nuestros  pacientes  por  carecer  el  Departa- 
mento de  Salud  de  las  facilidades  adecuadas,  por  carecer 
los  pacientes  de  los  medios  económicos  necesarios  para 
sufragar  los  gastos  de  las  pruebas  a realizarse,  y la  menor 
de  las  veces,  por  la  no  comparecencia  al  seguimiento  de 
los  pacientes. 

Los  datos  fundamentales  que  deben  ser  ordenados  en 
todo  paciente  con  desarrollo  sexual  temprano  deben  in- 
cluir documentación  de  la  etapa  de  desarrollo  (siguiendo  a 
Tanner)  en  que  se  encuentren,  la  presencia  o ausencia  de 
tejido  mamario  y su  tamaño,  la  existencia  de  galactorrea, 
la  presencia  de  vello  axilar  o vello  púbico  y la  etapa  de 
desarrollo,  el  tamaño  del  útero  o la  próstata  al  igual  que  el 
pene  y los  testículos,  según  el  caso.  Debe  documentarse  si 
ha  habido  un  incremento  en  el  crecimiento.  La  evaluación 
básica  debe  incluir  estudio  de  edad  ósea,  placa  de  cráneo, 
determinaciones  de  gonadotropina  sérica  y prolactina, 
estrógenos  totales  séricos  en  las  hembras  y testosterona 
plasmática  en  los  varones,  además  de' 17-cetosteroides 
urinarios.  Exámenes  opcionales,  y más  selectivos  inclu- 
yen tomografía  computerizada,  sonografía  abdominal, 
electroencefalograma,  gonadotropina  coriónica  y otros 
metabolitos  adrenales,  además  de  laparoscopia.  Debido  al 
costo  de  las  mismas  éstas  deben  individualizarse  según  la 
clínica  del  paciente. 

Los  patrones  dietéticos  en  nuestros  pacientes  son  muy 
diversos  y variables,  desde  alimentos  caseros  y productos 
comerciales  envasados,  no  podiendo  nosotros  demostrar 
relación  específica  alguna  con  el  tipo  de  alimentación. 
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Queremos  hacer  hincapié  que  no  hemos  realizado  en  este 
aspecto  un  estudio  diétetico  científicamente  planificado. 
En  ocasiones,  se  han  sugerido  alimentos  pero  luego  los 
hallazgos  no  han  sido  confirmados.  Con  toda  posibilidad  se 
trata  de  algo  heterogéneo,  con  múltiples  factores  ambien- 
tales y predisponentes  que  interaccionan.  Hemos  eva- 
luado una  pareja  de  gemelas  fraternas  que  viven  en  la 
misma  casa  y reciben  el  mismo  tipo  de  alimentación  y 
presentando  una  telarquia  marcada  mientras  que  la  otra 
es  completamente  normal.  Ello  sugiere  que  además  de 
factores  ambientales  existen  factores  genéticos  importan- 
tes que  interaccionan  en  esta  condición.  Cabría  determi- 
nar si  los  picos  de  mayor  incidencia  observada  por  noso- 
tros están  relacionados  con  episodios  post-epidémicos 
de  dengue,  virales,  etc.  Cabría  la  posibilidad  de  que  deter- 
minados insecticidas  depositados  en  los  alimentos  pudie- 
ran ejercer  efecto  estrogénico  en  los  que  los  ingieren. 
Confiamos  que  estudios  epidemiológicos  puedan  abundar 
sobre  estos  aspectos.  En  un  paciente  en  particular,  in- 
cluido en  los  datos  del  estudio  pudimos  documentar  como 
causa  de  su  telarquia  y menarquia  precoz  el  uso  de  pasti- 
llas anticonceptivas  por  una  niña  que  las  tomó  de  su 
abuela,  presentando  tejido  mamario  y sangrando  vaginal. 
Estudios  realizados  en  otros  países  han  demostrado 
contaminación  exógena  por  medicamentos  en  los  alimen- 
tos; por  contacto  con  medicamentos  a través  de  la  piel  y 
por  inhalación. En  otro  paciente  lo  pudimos  relacionar 
con  uso  de  crema  estrogénica  para  tratamiento  de  sine- 
quia  de  labias. 

Insistimos  que  en  todo  paciente  con  desarrollo  sexual 
precoz  debe  ser  evaluado  a fondo  para  descartar  factores 
orgánicos,’^’’^  a la  vez  que  factores  exógenos.  Se  deben 
utilizar  técnicas  de  radioinmunoensayo,^’®  y en  lo  posible 
en  plasma  y suero,  en  lugar  de  orina,  ya  que  los  resultados 
con  estas  últimas  no  son  tan  discriminatorias  y exactas. 

Debido  a las  limitaciones  económicas  en  muy  pocos  de 
nuestros  pacientes  se  han  podido  realizar  estudios  sono- 
gráficos.  En  varios  de  ellos  hemos  documentado,  al  igual 
que  otros  autores,  quistes  ováricos  que  están  siendo  se- 
guidos al  presente. 

En  la  mayor  parte  de  las  veces  el  desarrollo  sexual 
precoz  es  un  proceso  estacionario  que  suele  desaparecer 
en  2-3  años,  a lo  sumo  estancarse  y no  progresar,  según 
nuestra  experiencia  y la  de  otros.^^  Con  Blizzard  y Plotnick, 
evaluamos  en  el  1974  una  paciente  con  pubertad  precoz 
y niveles  elevadísimos  de  gonadotropinas  séricas  (mayor 
de  250  miu/ml  de  FSH  y LHjque  en  término  de  poco  tiem- 
po bajaron  a límites  normales  y a los  2 años  de  evaluación 
ya  había  desaparecido  el  tejido  mamario.  En  ningún 
momento  se  pudo  documentar  presencia  de  tumor.  Como 
siempre  cabe  la  posibilidad  de  neoplasia  de  diversa  índole, 
por  lo  cual  todos  los  pacientes  deben  ser  evaluados  y 
seguidos  de  cerca. 

Estamos  concientes  que  la  telarquia  puede  ser  una  ma- 
nifestación más  de  proceso  de  desarrollo  sexual  precoz 
que  aún  no  se  manifiesta  por  completo  y que  también 
puede  ser  reversible.  Los  pacientes  con  telarquia  deben 
ser  evaluados  y seguidos  para  determinar  si  evoluciona 
hacia  una  pubertad  precoz  o regresa.  Es  indudable  que  si 
midiéramos  la  secreción  continua  o fraccionada  en  24 
horas  de  gonadotropinas  observaríamos  en  algunos  casos 
alteraciones  en  el  ritmo  de  producción  de  las  mismas,  en 
forma  pulsátil,  en  manera  similar  a lo  observado  en  la 


pubertad  normal  de  las  hembras.  De  existir  los  medios  y 
las  facilidades  adecuadas  esto  debería  explorarse  en  todos 
los  pacientes  con  alteraciones  del  desarrollo  sexual. 

En  nuestro  país  recomendamos  que  toda  niña  que  pre- 
sente manifestaciones  de  desarrollo  sexual  antes  de  los  7 
1 /2  años  debe  ser  evaluada.  Aquellas  que  se  encuentren 
entre  las  edades  de  7 1 /2  a 8 años  deben  ser  observadas. 

En  los  estudios  epidemiológicos  a realizar  se  debe  deter- 
minar el  contenido  hormonal  de  alimentos  tales  como  la 
leche  y carnes,  al  igual  que  estudiar  los  factores  esteroi- 
deos  presentes  en  algunos  vegetales  y viandas. 

Summary 

Precocious  sexual  development  may  manifest  in  com- 
plete form  (true  precocious  puberty  and  pseudoprecocious 
puberty)  and  as  an  incomplete  form  as  seen  in  premature 
breast  development  (thelarche)and  secondary  sexual  hair 
(adrenarche  or  pubarche).  Any  manifestation  prior  to  8 
years  of  age  is  abnormal  and  merits  adequate  evaluation. 

This  article  summarizes  our  clinical  experience  in  the 
evaluation  of  272  patients  during  the  last  10  years.  An 
increase  in  pituitary  gonadotropins  (FSH-LH),  ovarian  hor- 
mones (total  estrogens)  and  prolactin  is  documented  in 
multiple  patients  as  detailed  in  the  text  and  is  correlated 
with  the  diagnosis  of  premature  thelarche,  precocious  pu- 
berty and  premature  adrenarche. 

Distribution  by  town  in  the  western  region  of  Puerto 
Rico  is  studied,  the  age  of  onset,  as  well  as  the  month  and 
year  of  onset  of  symptoms.  A significant  increase  of  the 
conditions  was  observed  for  1975,  1978-79,  and  1980; 
being  the  latter  the  highest  year  of  premature  thelarche 
and  1 979  the  highest  for  precocious  puberty  cases. 

The  importance  of  clinical  and  epidemiological  studies  is 
emphasized. 
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Addendum 

En  el  período  comprendido  de  octubre  de  1981,  poste- 
rior a los  datos  de  este  estudio,  hemos  evaluado  más  de  50 
pacientes  con  telarquia  prematura,  encontrando  quistes 
ováricos  documentados  en  17  pacientes. 

Se  han  evaluado  5 niños  varones  menores  de  10  años 
de  edad  con  desarrollo  mamario  uni  o bilateral  de  causa 
endocrina  endogéna  no  explicable. 

La  presencia  documentada  de  estrógenos  en  pollos  de 
una  localidad  en  Mississipi  nos  hacen  sospechar  que  ésta 
puede  ser  una  de  las  fuentes  endogénas. 
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Híisia  esle  punto  habían  avanzado  nuestros  soldados  cuando  recibieron  noticia  de  que  estaba  en  efecto  el  protocolo  de  paz  La  vista  es  una  de  las  más  bellas  del  mundo” 
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BLOOD  GROUP  ANTIGENS  IN 
PUERTO  RICAN  POPULATION 


ABSTRACT 

The  main  red  blood  cell  antigens  were  studied  in 
23,364  Puerto  Rican  persons  of  all  ages  between  1 977 
and  1982.  The  majority  of  these  persons  lived  in  the 
metropolitan  San  Juan  area  and  in  nearby  towns,  but 
almost  all  towns  of  Puerto  Rico  were  represented  in  the 
sample.  Among  the  persons  studied,  53.8%  were  blood 
group  O;  33.8%  were  group  A;  10.6%  group  8;  and 
1 .9%  group  AB;  and  91 .3%  were  positive  for  type  Rh° 
or  D antigen.  The  prevalence  of  other  blood  antigens  in  a 
group  of  3,898  individuals  referred  for  paternity  studies 
was:  rh'  or  C,  60.0%;  rh"  or  E,  30.0%;  hr'  or  c,  85.6%; 
hr"  or  e.  92.9%;  M.  78.4%;  N,  74.1%;  S,  38.1%;  k, 
100.0%;  K.  6.0%;  Duffy®  50.1%. 

The  frequency  of  group  0 and  type  Rh°  or  D is  higher 
than  that  reported  in  USA  Caucasians  (53.8%  and 
91.3%,  versus  45.0%  and  85.0%,  respectivley).  Furt- 
hermore, among  Puerto  Rican  people  the  frequency  of 
antigens  A and  AB;  and  C,  S,  K.  and  Fy^  are  significantly 
lower  than  in  Caucasian  people  in  U.S.A.  The  frequen- 
cies of  these  genes  among  Puerto  Rican  people  follow 
the  same  general  pattern  reported  for  these  red  cell 
antigens  in  negroes.  We  may  infer  that  this  finding  is 
due  to  a strong  admixture  of  blood  of  these  two  races  in 
the  Puerto  Rican  population. 

More  than  400  blood  group  antigens  have  been  des- 
cribed, but  the  ABO  and  Rh  Systems  are  much  more 
important  than  others  due  to  their  higher  immunogenic 
potential.  Thusthey  are  the  groups  routinely  determined 
when  blood  is  to  be  transfused.^  However,  when  unex- 
pected blood  reactions  occur  or  when  antibodies 
directed  against  unknown  red  blood  cell  (RBC)  antigens 
cause  clinical  disease,  there  is  need  to  identify  accu- 
rately many  other  of  those  antigens  besides  the  ones 
present  in  the  ABO  and  in  the  Rh  systems. 

Although  any  blood  group  antigen  has  the  potential  to 
induce  antibody  formation,  all  immunization  following 
transfusion  is  uncommon  since  most  antigens  other  than 
the  ABO  and  Rh  are  relatively  poor  immunogens.’  The 
most  frequently  encountered  antibodies  that  pose  cross- 
matching problems  include  those  directed  against  the  fol- 
lowing antigens;  D,  k,  c,  E,  K,  P,  M,  e,  Le,®  and  Fy.®  ^ Trans- 
fusion of  a single  unit  of  blood  leads  to  antibody  formation 
in  about  1%  of  recipients,^  but  the  incidence  becomes 
greater  as  the  number  of  transfusions  increases.^  Since 
alloimmunization  occasionally  occurs,  it  might  be  argued 
taht  cells  with  antigens  that  the  recipient  lacks  (and  that 
thus  could  lead  to  antibody  formation)  should  not  be  used 
for  transfusion.  While  this  has  a theoretical  appeal,  it  is 
practically  impossible  to  provide  red  cells  that  lack  the 
potential  to  induce  antibody  formation^  due  to  the  high 
number  of  existing  RBC  antigens.  There  are  ethnic  varia- 
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tions  in  the  prevalence  of  various  blood  group  antigens, 
which  should  be  kept  in  mind  in  order  to  reduce  hazards  of 
inter-racial  blood  transfusions.^ 

Blood  group  antigens  are  under  control  of  genes 
located  in  various  chromosones.'*  These  genes  may  be 
dominant,  recessive  or  codominant,  and  the  gene  pro- 
ducts that  result  vary  according  to  the  combination  ot 
genes  inherited.  Blood  groups  genotypes  and  pheno- 
types are  very  useful  to  exclude  or  determine  paternity 
with  a high  degree  of  certainty. 

Several  studies  have  been  reported  in  Puerto  Rico 
regarding  prevalence  of  various  blood  group  anti- 
gens.®’®’^ In  1945  Torregrosa®  reported  data  on  429 
Caucasian  persons  studied  in  San  Juan.  The  prevalence 
of  the  various  ABO  groups  studied  by  Torregrosa  was 
somewhat  different  to  that  found  in  a larger  number 
(9,000)  of  people  in  the  general  population  of  Puerto 
Rico  studied  at  the  Blood  Bank  of  the  old  Puerto  Rico 
School  of  Tropical  Medicine,  between  1 945  and  1 950.® 
A higher  percentage  of  persons  with  blood  group  0 
(51.5%),  and  a lower  prevalence  of  group  A (34.7%)  was 
found  in  the  latter  study,  which  probably  contained  a 
significant  number  of  negroes  and/or  mulatoes. 

A larger  goup  of  (30,000)  people  studied  in  the  San 
Juan  V.A.  Hospital  and  reported  by  Menéndez-Corrada^ 
in  1968  showed  an  even  larger  prevalence  of  blood 
group  0 (53.8%),  with  similar  prevalence  of  group  A 
(35.1%),  but  a corresponding  decrease  in  blood  group 
AB  (2.3%),  as  compared  to  the  previous  report.'' 

It  is  interesting  to  note  that  the  frequency  of  persons 
positive  to  the  Rh°  or  D antigen  was  similar  in  these 
three  studies  (89.0%,  89.6%,  and  90.7%,  respectively). 

A report  on  prevalence  of  blood  group  antigens  in 
Caucasian  people  in  Continental  U.S.A.  gave  the  follow- 
ing figures:  0,  45%,  A,  41  %;  B,  10%;  AB,  4%;  Rh°  or  D, 
85%,'*  while  other  study  gave  slightly  different  percen- 
tages; O,  43.5%;  A,  44.6%;  B,  8.4%;  AB,  3.4%.®  The 
prevalence  of  RBC  antigens  among  negroes  is  quite  dif- 
ferent from  that  in  Caucasian  people:  o,  49.0%;  A,  27.0%; 
B,  20.0%;  AB,  4.0%;  RH°D,  91 .0%. 

The  Puerto  Rican  reports  cited  previously  suggest  that 
the  prevalence  of  blood  group  antigens  in  the  Puerto 
Rican  population  is  different  from  that  reported  in  Con- 
tinental U.S.A.'*’®’® 

With  the  purpose  of  establishing  in  a more  conclusive 
way  the  relative  frequency  of  the  most  important  blood 
group  antigens  in  the  Puerto  Rican  population,  a retro- 
spective study  was  conducted  which  is  the  subject  of 
this  report. 

MATERIALS  AND  METHODS 

The  files  of  23,364  Puerto  Rican  persons  studied  in 
the  Blood  Bank  of  the  Puerto  Rico  Medical  Center 
between  1977  and  1982  were  evaluated  to  determine 
the  frequency  of  the  most  important  ABO  blood  groups 


252 


BU  Amoc  am  P.  Rko  — 1982 


Antonio  Berquet  Chédiak.  M.D . et.  a! 


and  the  main  Rh  types  (Rh®  or  D). 

Included  in  that  group  were  also  3,898  persons 
referred  by  the  Courts  of  Justice  of  Puerto  Rico  for  pater- 
nity studies.  In  the  latter  group  10  additional  antisera 
were  utilized  to  determine  additional  red  blood  cell  anti- 
gens, including  rh’  (C),  rh”  (E),  hr'  (c);  hr"  (e);  M,  N,  S,  K, 
(Kell),  k (Cellanq),  and  Fy“  (Duffy). 

The  Puerto  Rico  Medical  Center  Blood  Bank  gives 
services  to  persons  and  patients  served  by  the  Univer- 
sity Hospitals  and  by  the  San  Juan  City  Hospital.  These 
institutions  together  provide  services  to  a potential  pop- 
ulation of  about  1 ,000,000  from  the  San  Juan  Metropol- 
itan Area  and  5 towns  belonging  to  the  Metropolitan 
Health  Region  of  the  Department  of  Health  of  Puerto 
Rico.  The  University  Hospitals  also  provide  tertiary  care 
to  patients  referred  from  the  whole  Island  of  Puerto  Rico, 
including  both  indigent  and  economically  solvent  peo- 
ple. Cases  referred  by  the  Courts  of  Puerto  Rico  for 
paternity  studies  also  proceeded  from  the  same  areas. 
The  files  studied  indicated  that  the  mix  of  patients  and 
persons  included  in  this  large  group  constituted  a good 
sampling  of  the  Puerto  Rican  population.  No  effort  was 
made  to  segregate  these  persons  into  racial  or  ethnic 
groups,  as  the  authors  felt  that  often  there  is  no  way  to 
do  that  reliably  in  our  community. 


Blood  group  antigens  were  identified  by  a small  group 
of  technologists  supervised  by  the  main  author  of  this 
report.  Red  blood  cell  antigens  were  determined  by 
usual  methods,’”  utilizing  commercially  available  antis- 
era and  pannels  of  red  cells  (Ortho  Diagnostic  Systems, 
Inc.,  Roritan,  New  Jersey  (08869) 

RESULTS 

The  main  red  blood  cell  antigens  were  studied  in 
23,364  Puerto  Rican  persons  of  ages  ranging  from  new- 
borns to  octogenarians.  The  majority  of  these  persons 
lived  in  the  Metropolitan  San  Juan  area,  and  in  nearby 
towns,  but  almost  all  towns  of  Puerto  Rico  were  repres- 
ented in  the  sample.  Although  all  socio-economic  strata 
were  represented  in  the  group,  over  two  thirds  of  the 
individuals  were  medically  indigent.  A spot  check  of  the 
group  showed  that  1 2%  of  the  individuals  studied  were 
newborns,  and  their  red  blood  cell  antigens  did  not  differ 
from  the  rest  of  the  group. 

Among  the  persons  studied,  53.8%  were  blood  group 
O;  33.8%  group  A;  10.6%  group  B;  and  1 .9%  group  AB. 
Ninety  one  and  3 tenths  percent  of  the  individuals  were 
positive  for  type  Rh°  or  D antigen,  and  8.7%  were  nega- 
tive, as  indicated  in  Table  I.  Other  blood  antigens 
detected  in  the  group  of  3,898  individals  referred  for 
paternity  studies  are  shown  in  Table  II. 


TABLE  I 

MAIN  BLOOD  GROUP  ANTIGENS  IN  PUERTO  RICAN  POPULATION 


Study  / Year  / Reference 

Number  of  Cases 

0 

ABO  BLOOD  GROUPS 
A B 

AB 

RH°(D)  Antigen 
Positive  Negative 

Torregrosa  1945® 

School  of  Medicine® 

429 

(Caucasians) 

48.7% 

38.7% 

9.6% 

3.0% 

89.0% 

1 1 .0% 

Blood  Bank  1945-50 

9,000* 

51.5% 

34.7% 

10.6% 

3.3% 

89.6% 

10.4% 

Menéndez-Corrada  1968^ 

30,000* 

53.8% 

35.1% 

8.8% 

2.3% 

90.7% 

9.3% 

Barquet  et  al  1977-82 

USA.: 

23,364* 

53.8% 

33.8% 

10.6% 

1 .9% 

91.3% 

8.7% 

Caucasian  Population^'®’” 

-- 

45% 

41 .% 

10.0% 

4.0% 

85.0% 

1 5.0% 

Negro  Population®’” 

- 

49.0% 

27.0% 

20.0% 

4.0% 

91 .0% 

9.0% 

* General  (mixed)  Puerto  Rican  population. 


TABLE  II 

OTHER  RBC  ANTIGENS  (BESIDES  ABO  GROUP) 

IN  3,898  PUERTO  RICANS  AND  IN  USA  POPULATIONS 


D 

(Rh  °) 

C 

(rh) 

E 

(rh') 

c 

(hr') 

e 

(hr") 

M 

N 

S 

V. 

(Cellano) 

K 

(Kell) 

Fy* 

(Duffy) 

P'.ieno  Rico* 

91  3% 

60  0% 

30  0% 

85  6% 

92  9% 

78  4% 

74.1% 

38  1% 

100.0% 

6.0% 

50  1% 

USA 

Caucasians^®  ” 

85  0% 

70  0% 

30  0% 

80  0% 

98.0% 

780% 

720% 

55.0% 

99  9% 

9.3% 

66.0% 

USA 

Negroes* 

91  0% 

13  0% 

250% 

86  5% 

748% 

70.0% 

740% 

30  3% 

99.6% 

2.5% 

10.0% 

“General  (mixed)  Puerto  Rican  pooulation 
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DISCUSSION 

Differences  in  red  cell  antigens  have  been  reported 
among  the  most  important  race  groups  of  the  world.” 

A number  of  blood  group  characteristics  are  largely 
confined  to  Africans,  namely:  Rh°(Dce),  and  V of  the  Rh 
system;  He,  Hu,  and  Su  of  the  MNSs  systems;  the  silent 
Fy  of  the  Duffy  system;  and  JS®  (Sutter).^^  Of  all  the 
known  blood  group  genes,  Fy  is  thought  to  provide  the 
greates  distincition  between  blacks  and  Caucasians,  the 
frequency  of  its  silent  gene  being  83%  in  New  York 
Blacks,  90%  in  West  Africans,  and  3%  in  Europeans.**  ®'’^ 
The  Fy  (a'  b')  phenotype,  representing  homozygosity  for 
an  allele  not  associated  with  production  of  Fy®  or  Fy® 
antigens,  appearsto  protect  red  cells  against  invasion  by 
P.  vivax  and  P.  Knowlesc.” 

The  Diego  factor  is  found  almost  exclusively  in  the 
blood  of  American  Indians,  Japanese,  and  Chinese,  and 
is  generally  presumed  to  be  a Mongolian  character.’® 
There  is  a high  incidence  of  M antigen  among  American 
Indians  and  Polynesians.  In  addition,  Indians  from 
U.S.A.  and  Canada  are  predominantly  group  A and  O, 
and  they  almost  completely  lack  B antigen.’®  On  the 
other  hand,  group  B is  high  in  Chinese  and  in  Asiatic 
natives;  and  group  A is  high  among  the  Eskimos. ’®  The 
frequency  of  R^  (CDE)  is  higher  among  American  Indians 
than  among  any  other  people  of  the  world;  and  the  r 
gene  is  completely  absent  in  that  population.’® 

-^mong  the  white  population  of  the  United  States,  group 
A is  almost  as  common  as  o.'^'®’®’®  But  in  blacks,  A is 
much  less  frequent  than  O;’^  while  R°  is  more  frequent.’® 

The  prevalence  of  ABO  blood  phenotypes  in  England 
has  been  reported  by  Ikin  et  al’®  as  follows;  0,  43.5%; 
34.8%;  A2,  9.9%;  B,  8.6%;  AiB,  2.6%;  AzB,  0.6%.  These 
figures  are  somewhat  different  from  those  reported  for 
Caucasian  people  in  the  United  States,  as  presented  in 
Tables  I and  11.'*®’® 

The  prevalence  of  red  cell  antigens  in  Puerto  Rican 
people  reported  in  this  article  is  similar  to  that  published  by 
Menéndez-Corrada  in  30,000  veterans  in  1968.^  How- 
ever, the  prevalence  of  many  of  these  antigens  is  different 
from  the  frequency  distribution  reported  for  Caucasian  and 
negro  populations  in  U.S.A.'*'®’®’® 

The  most  important  finding  in  the  large  sample  of  the 
Puerto  Rican  population  studied  and  reported  here  is  that 
the  frequency  of  group  0 (53.8%)  and  type  Rh°  or  D 
(91 .8%)  is  significantly  higher  than  that  reported  in  U.S.A. 
Caucasians  (45.0%  and  85.0%,  repectively).'*'^'®  ’®  The  fre- 
quency of  these  genes  among  Puerto  Rican  people  follows 
the  same  general  pattern  reported  for  these  red  cell  anti- 
gens in  blacks,  as  indicated  in  Table  III.®’®  Furthermore, 
among  Puerto  Rican  peoplethefrequenciesof  antigens  A 
and  AB;  and  C,  e,  S,  K,  and  Fy®  are  significantly  lower  than 
the  frequencies  reported  among  Caucasian  people  of  the 
United  States.’®  (see  Table  III). 


TABLE  III 

RED  CELL  ANTIGENS  DIFFERENTIATING 
BLACKS  FROM  CAUCASIANS 


Antigen 

Frequency  in 
Caucasians* 

blacks** 

A 

41-45% 

27% 

0 

45% 

49% 

Rh°  or  D 

85% 

91% 

hr"  or  V 

<1% 

higher 

Kell 

9% 

3.5% 

JS®  (ke)  or  Sutter 

<0.1% 

19.5% 

Fy  (a+b+) 

49% 

1% 

Fy  (a+b-) 

17% 

9% 

Fy  (a-b+) 

34% 

22% 

Fy  (a-b-) 

<0.1% 

68% 

* Ref  4,8,13 
**  Ref  9,  1 3 


Due  to  the  fact  that  in  blacks  group  A blood  is  much  less 
frequent  than  0,  and  C,  e,  S,  K,  and  Fy®  are  also  less 
frequent  than  in  Caucasians,®’®  we  may  infer  that  the 
differences  in  frequency  in  these  red  cell  antigens  are  due 
to  a stong  admixture  of  blood  of  these  two  races  in  the 
Puerto  Rican  people.  The  relative  contribution  of  Indian 
and  Spanish  red  cell  genes  to  the  present  pool  of  Puerto 
Rican  antigens  remains  unknown,  as  our  study  has  not 
produced  any  data  to  clarify  that  question.  Investigation  is 
needed  to  clarify  that  matter. 
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IN  MEMORIAM 

ANTONIO  BARQUET-CHEDIAK,  M.D. 


El  Dr.  Antonio  Barquet-Chediak  nació  en  Camagüey, 
Cuba,  el  20  de  marzo  de  1 925.  En  el  1 949  se  graduó  con 
altos  honores  de  Doctor  en  Medicina  en  la  Universidad  de 
La  Habana.  Realizó  estudios  de  Investigación  en  Hemato- 
logía en  La  Habana,  y se  perfeccionó  en  dicha  especialidad 
con  el  Dr.  W.  Damesheken  Boston,  Mass.  Dirigió  el  Depar- 
tamento de  Hematología  y Banco  de  Sangre  del  Hospital 
Universitario  de  la  Escuela  de  Medicina  de  La  Habana 
hasta  el  1961.  En  el  1962  recibió  nombramiento  acadé- 
mico de  la  Escuela  de  Medicina,  Universidad  de  Puerto 
Rico.  Contribuyó  destacadamente  en  la  organización  y 
servicio  del  Laboratorio  Clínico,  Banco  de  Sangre  y Divi- 
sión de  Hematología  del  Centro  Médico  de  Puerto  Rico.  En 
el  1 967  fue  certificado  por  la  Junta  Americana  de  Patolo- 
gía Clínica.  Participó  en  forma  sobresaliente  en  la  ense- 
ñanza médica  en  la  U.P.R.,  tanto  a nivel  pregraduado  como 
postgraduado.  Fue  promovido  al  grado  de  Profesor  Aso- 
ciado en  Patología  en  1979.  Su  actividad  principal  fue  la 
enseñanza  y servicio  en  el  campo  de  la  hematología.  Pero 
también  realizó  trabajos  de  investigación,  habiendo  hecho 
vanas  publicaciones  en  revistas  científicas  a nivel  nacio- 
nal e internacional. 

El  Dr.  Antonio  Barquet-Chediak  murió  trágicamente  en 
un  accidente  de  aviación  el  9 de  julio  de  1 982.  Al  momento 
de  su  deceso,  dirigía  el  Laboratorio  Para  Determinación  de 
Paternidad  y co-dirigía  el  Laboratorio  de  HLApara  pruebas 
de  filiación  en  la  Escuela  de  Medicina  del  Recinto  de 
Ciencias  Médicas  de  la  Universidad  de  Puerto  Rico.  Tam- 
bién dirigía  la  Unidad  de  Hematología  y Banco  de  Sangre 
del  Centro  Médico  de  Puerto  Rico. 


MEDICINA 
AL  DIA 


USO  PRACTICO  DE  LAS  PRUEBAS 
DE  FUNCION  PULMONAR 

Parte  II: 


CARACTERISTICAS  DE 
LAS  ENFERMEDADES 
CRONICAS  OBSTRUCTIVAS 

INTRODUCCION 

Clínicamente  hablando  hay  dos  grandes  entidades  pato- 
lógicas que  nos  competen  en  esta  sección.  Estas  son:  la 
enfisema  y la  bronquitis  crónica.  La  enfisema  pulmonar  se 
define  como  condición  patológica  en  que  hay  una  dilata- 
ción anormal  de  los  alveolos  con  ruptura  de  las  paredes  al- 
veolares y pérdida  defibras  elásticas.  Estas  anormalidades 
son  permanentes  e irreversibles.  (Fig.  5 y 6) 


FIG  5 

Fotografía  del  interior  de  alveolos  normales,  nótese  tas  paredes  intactas  ínteralveolares 
(Scanning  Electron  Microscope) 


¡ván  León.  M D . f C C P 
Profesor  y Jete 
Departamento  Medrana 
Escuela  de  Medtctna  de  Cayey 
Cayey.  Puerto  fítco 


FIG  6 

Fotografía  de  alveolos  anormales  pretraiadosconelasiasa  pancreática  Nótese  ruptura  de  pa 
redes  alveolares  y formación  de  bulla  en  el  interior  de  la  foto  (Scanning  Electron  Microscope) 


La  bronquitis  crónica  se  define  como  la  presencia  de  tos 
y/o  expectoración  de  flema  durante  la  mayor  parte  de  los 
días,  por  tres  meses  consecutivos  en  dos  años  consecuti- 
vos. Para  ser  válida  esta  definición  habrá  que  descartar 
primeramente  la  presencia  de  otras  enfermedades  pulmo- 
nares con  síntomas  parecidos  tales  como:  1-  abceso  pul- 
monar, 2- tuberculosis,  3- bronquiectasia  o 4- aspiración 
de  cuerpos  extraños. 

Los  mecanismos  que  llevan  a la  limitación  en  el  flujode 
aire  espiratorio,  varían  en  ambas  condiciones.  En  enfise- 
ma esta  limitación  se  debe  a un  colapso  en  la  espiración 
temprana,  debido  a la  pérdida  de  tejido  elástico  alrededor 
de  las  aerovías,  especialmente  las  de  calibre  pequeño; 
esto  hace  que  no  tengan  un  anclaje  adecuado  que  las 
mantengan  abiertas  durante  las  presiones  pleurales  gran- 
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des  que  se  generan  en  el  ciclo  espiratorio.  En  otras  pala- 
bras, la  obstrucción  en  el  paciente  con  enfisema  pura  no 
se  debe  a obstrucción  física  intraluminal  bronquial,  como 
es  el  caso  en  el  asma  bronquial. 

Por  el  contratio,  en  bronquitis  crónica  pura,  la  resistencia 
al  pasaje  de  aire  espiatorio  se  debe  a tres  factores  predomi- 
nantes; 1 - hiperplasia  de  glándulas  de  moco  y células  de 
forma  de  cáliz  quetlisminuyen  al  calibre  de  aerovías  peque- 
ñas al  crecer  hacía  adentro  del  lumen  bronquial;  2 - la  pre- 
sencia de  moco  denso  y espeso  en  cantidades  extremada- 
mente altas  dentro  del  bronquío  y 3 - a la  neutraliza- 
ción de  la  capa  de  "surfactant”  presente  en  los  conductos 
distales  tales  como  los  ductos  alveolares  y los  bronquio- 
los  respiratorios  y terminales.  Se  sabe  y acepta  que  esta 
substancia  está  compuesta  de  complejos  de  fosfolípidos 
que  actúan  como  detergentes,  bajando  la  superficie  de 
tensión  en  el  interior  de  los  alveolos  y ductos  pequeños 
dentro  del  pulmón  propio.  Esta  acción  evita  que  se  colap- 
sen  estas  microunidades  temprano  en  el  ciclo  espiratorio. 
La  presencia  de  grandes  cantidades  de  moco,  sin  poder 
detergente  alguno,  hace  que  se  diluya  el  "surfactant"  y 
que  aumente  la  inestabilidad  en  los  pequeños  ductos  es- 
pecialmente a altos  volúmenes  de  inflación  del  pulmón. 
Esto  promueve  mayor  obstrucción. 

PRUEBAS  IMPORTANTES  EN  ENFERMEDADES 
CRONICAS  OBSTRUCTIVAS 


Al  igual  que  en  el  asma  bronquial  la  espirometría  básica 
es  de  gran  utilidad  en  la  evaluación  del  paciente  con  enfer- 
medad crónica  obstructiva  pulmonar.  Estas  enfermedades 
se  caracterizan  por  no  haber  mejoría  en  los  parámetros  de 
mecánica  pulmonar  después  de  la  inhalación  de  agonistas 
Beta  del  tipo  de  isoproterenol,  isoetarina  o metaproterenol. 
Para  considerarse  una  mejoría,  tiene  que  haber  un  cambio 
positivo  de  1 5%  o más  en  FVC  o FEVl , comparado  con  el 
nivel  basal. 

En  estos  pacientes  un  FEVl,  de  1 litro  o menos  se 
considera  obstrucción  severa.  Estos  pacientes  pierden  al- 
rededor de  80cc  de  FEVl  por  año,  en  estudios  longitudina- 
les, comparado  con  una  pérdida  de  40cc  por  año  en  perso- 
nas sin  enfermedad  obstructiva  pulmonar.  El  Dr.  Benjamín 
Burrows  ha  hecho  estudios  en  este  grupo  de  pacientes 
que  tienen  obstrucción  severa.  El  ha  podido  encontrar  que 
pacientes  cuyo  FEVl , ha  llegado  a 1 .2  litros,  la  sobre  vida  a 
cinco  años  es  prácticamente  idéntica  a pacientes  norma- 
les. Sin  embargo  cuando  el  FEVl  llega  a niveles  menores 
de  BOOcc,  la  mortalidad  sube  cerca  de  diez  veces’sobre  lo 
normal. 

La  severidad  de  la  enfermedad  medida  por  el  parámetro 
"FEVl ",  no  demuestra  una  correlación  estrecha  con  el 
grado  de  disnea  que  puedan  tener  estos  pacientes.  Por 
ejemplo  hemos  tenido  y seguido  pacientes  con  FEVl  tan 
bajos  como  0.5  litros  que  no  tienen  disnea.  Sin  embargo, 
hay  algunos  pacientes  con  FEVl  de  1 .1  litros,  que  casi  no 
pueden  vivir  con  la  desesperante  disnea.  Todavía  no  se 
entiende  bien  esta  diferencia.  Sí  se  sabe  que  hay  varios 
factores  que  pudieran  influir  en  el  desarrollo  de  disnea  en 
estos  pacientes. 

Algunos  de  éstos  son:  1 - el  trabajo  aumentado  de  la 
pared  torácica,  2-  débito  cardíaco  disminuido  por  la  pre- 
sencia de  hipertensión  pulmonar,  3-  el  grado  de  hiperin- 


flacíón  torácica  con  el  subsiguiente  descenso  de  los  hemi- 
diafragmas  y la  pérdida  de  la  ayuda  de  este  músculo  en 
aumentar  el  diámetro  transverso  torácico  durante  la  inspi- 
ración en  el  espirómetro  y 4-  por  último,  los  niveles  de 
endorfinas  presentes  en  estos  pacientes,  la  mayor  con- 
centración de  enforfinas  en  el  sistema  nervioso  central, 
menos  disnea  se  producirá.  Sobre  ésto  último  el  Dr.  Teo- 
doro Santiago  ha  publicado  un  artículo  reciente  donde  se 
administra  Marcan  (antagonista  de  morfina)  a pacientes 
estables  con  COPD  (enfermedad  crónica  obstructiva  pul- 
monar). El  encontró  que  en  muchos  de  estos  pacientes,  la 
disnea  apareció  al  ellos  tratar  de  respirar  contra  una  resis- 
tencia. En  el  grupo  que  no  se  le  administró  esta  substan- 
cia, la  incidencia  de  disnea  fue  extremadamente  baja.  Esto 
sugiere  que  el  control  de  la  disnea  pudiera  estar  relacio- 
nado a concentraciones  apropiadas  de  endorfinas. 

Este  parámetro  puede  estar  normal  y más  allá  de  los 
límites  normales  en  muchos  de  estos  pacientes.  Para  en- 
tender ésto,  debemos  repasar  los  componentes  de  la  capa- 
cidad vital.  Estos  son  básicamente:  1 - volúmen  de  reserva 
inspiratoria,  2- volúmen  de  reserva  espiratoria,  y 3- volú- 
men tidal.  (Fig.  7)  En  enfermedades  crónicas  obstructivas, 
estos  tres  componentes  no  se  afectan  significativamente. 
Por  lo  tanto  la  capacidad  vital  forzada  (FVC)  no  nos  es  útil 
en  el  diagnóstico  y seguimiento  de  este  grupo  de  pacien- 
tes. Sin  embargo  se  ha  encontrado  en  estudios  poblacio- 
nales  que  la  tasa  descrita  como  X 100  = FEVl  % nos 
es  útil  en  distinguir  entre  pacientes  con  obstrucción  bron- 
quial fija  y enfermedad  restrictiva.  Un  FEVl  % de  menos  de 
72%,  nos  describe  cerca  del  90%  de  los  pacientes  con 
enfermedad  crónica  obstructiva  no  reversible.  Un  FEV1% 
de  72%  o más,  con  una  capacidad  vital  reducida,  por  más 
de  20%  de  lo  normal  para  la  estatura  y edad  del  paciente, 
nos  describe  la  mayoría  de  los  pacientes  con  enfermedad 
respiratoria  de  tipo  restrictivo. 


Debemos  enfatizar  que  esta  tasa  especial  no  es  de 
utilidad  en  el  diagnóstico  o seguimiento  de  enfermedad 
reversible  obstructiva  (asma  bronquial).  Esto  se  debe  a que 
en  el  asma  bronquial  hay  una  reducción  de  la  misma 
magnitud  tanto  en  el  FVC  como  en  el  FEVl , y por  eso  esta 
tasa  se  mantiene  dentro  de  los  límites  normales.  Más  aún, 
hay  muchos  pacientes  con  asma  que  tienen  patrones  espi- 
rométricos  de  enfermedad  restrictiva  en  el  espirómetro. 
Cuando  se  le  administra  broncodilatadores,  normalizan  su 
función  grandemente,  lo  que  nos  demuestra  un  retros- 
pecto  que  habían  un  número  de  aerovías  obstruidas  desde 
el  principio. 


256 


Voí  74  Núm  S 


Uso  Práctico  de  fas  Pruebas  de  Función  Pulmonar  (Parte  II) 


Volúmenes  Pulmonares: 

Los  siguientes  volúmenes  pulmonares  están  aumenta- 
dos en  la  diátesis  obstructiva  crónica:  1-  Capacidad  Fun- 
cional Residual  (FRC),  2-  Capacidad  Pulmonar  Total  (TLC), 

3-  Volúmen  Residual  (RV). 

El  FRC  se  define  fisiológicamente  como  la  cantidad  o 
volúmen  de  aire  que  se  encuentra  dentro  del  pulmón  en  el 
momento  en  que  la  persona  termina  una  excursión  respi- 
ratoria basal  (o  al  final  del  volúmen  tidal).  En  estudios 
sofisticados  de  mecánica  de  pared  torácica  y mecánica 
pulmonar,  se  ha  podido  probar  que  el  FRC  es  equivalente 
al  punto  de  equilibrio  entre  las  fuerzas  pulmonares  que 
promueven  el  colapso  total  de  este  órgano  y las  fuerzas 
expansoras  de  la  pared  torácica  que  favorecen  la  continua 
expansión  de  ésta.  En  términos  de  termodinámica,  el 
grado  máximo  de  entropía  (o  desorden)  que  puede  alcan- 
zar el  pulmón,  es  su  estado  de  desinflación  o colapso  total. 
De  la  misma  manera  el  estado  entrópico  ideal  para  la 
)ared  torácica  es  su  estado  de  expansión  máxima,  sepa- 
rada del  pulmón.  El  punto  de  equilibrio  entre  dos  estados, 
le  confiere  estabilidad  a los  alveólos,  ductos  alveolares  y 
bronquiolos  respiratorios  en  la  fase  expiratoria  del  ciclo 
respiratorio.  De  esta  manera  se  evita  que  las  microunida- 
des  se  colapsen  totalmente  y que  el  ser  humano  oscile 
entre  hiperoxemia  e hipoxemia  al  final  de  la  espiración.  En 
otras  palabras,  el  intercambio  de  oxígeno  en  el  pulmón 
está  estrechamente  ligado  a un  FRC  adecuado.  La  integri- 
dad del  FRC  a su  vez  es  una  función  de  las  aerovías 
pequeñas  y de  su  habilidad  de  mantenerse  patentes  du- 
rante la  mayor  parte  del  ciclo  espiratorio.  Si  éstas  se  cie- 
rran tempranamente  cuando  el  pulmón  todavía  tiene 
grandes  volúmenes  de  aire  en  su  interior,  van  a llegar  a lo 
que  se  llama  atrapamiento  indebido  de  aire.  Esto  natural- 
mente tiende  a aumentar  el  punto  de  equilibrio  llamado 
FRC. 

De  igual  manera  se  aumentan  el  TLC  y el  RV. 

Capacidad  de  Difusión  de  Monóxido  de  Carbono: 

Esta  prueba  es  una  no  específica  que  mide  otros  facto- 
res y no  solamente  la  difusión  de  gas  a través  de  la  mem- 
brana alveolo-capilar.  Entre  estos  factores  se  encuentran: 

1 - el  diferencial  de  presión  entre  gas  alveolar  y sangre  del 
capilar  pulmonar,  2-  la  superficie  de  área  total  de  la  mem- 
brana alveolocapilar,  3-  el  espesor  de  esta  membrana  y 

4-  el  coeficiente  de  difusión  a través  de  la  membrana. 

Una  prueba  de  difusión  disminuida  a un  50%  o menos 

de  su  valor  normal,  significa  que  uno  o varios  de  los  facto- 
res arriba  descritos  está  afectado.  En  enfisema  pura,  la 
disminución  en  esta  prueba  significa  una  reducción  en 
superficie  del  área  total  de  la  membrana  pulmonar,  como 
consecuencia  de  la  destrucción  del  parenquima  pulmonar 
que  es  tan  prominente  en  esta  enfermedad.  La  disminu- 
ción en  esta  prueba  no  necesariamente  indica  una  anor- 
malidad en  difusión  de  gas. 

Esta  prueba  rara  vez  se  usa  para  el  seguimiento  de 
paciente  con  enfisema.  En  pacientes  con  bronquitis  cró- 
nica exclusivamente,  esta  prueba  está  dentro  de  los  lími- 
tes normales. 

Determinación  de  Gases  Arteriales: 

Desde  el  punto  de  vista  fenotípico,  el  Dr.  Benjamín  Bu- 
rrows ha  clasificado  los  pacientes  con  obstrucción  fija  de 
aerovías  en  dos  tipos:  el  tipo  A,  llamado  soplon  color  de 
rosa  (pink  puffer)  y el  tipo  B,  regordete  azul  (blue  bloaster). 
El  tipo  A es  el  enfisematoso  "puro”  y el  tipo  B equivale  al 


bronquítico  crónico  con  cor  pulmonale.  Se  ha  podido 
correlacionar  dos  patrones  de  gases  arteriales  con  estos 
dos  fenotipos.  El  tipo  A mantiene  gases  normales,  libresde 
hipoxemia  hasta  que  su  enfermedad  llega  a una  etapa 
final.  Estos  pacientes  no  retienen  bióxido  de  carbono,  ex- 
cepto en  crisis  agudas  tales  como  pulmonías,  bronquitis 
agudas,  fallo  congestivo  o neumotorax. 

Por  el  contrario,  el  tipo  B,  retiene  C02  temprano  en  su 
enfermedad  y tiene  hipoxemia  marcada  que  le  imparte 
una  cianósis  crónica.  Estos  pacientes  son  generalmente 
obesos  y cachetones  y muchos  de  ellos  tienen  hiperten- 
sión pulmonar  con  fallo  ventricular  derecho  cuando  son 
vistos  por  primera  vez  por  el  clínico. 

Se  cree  que  la  razón  por  la  cual  el  tipo  A no  tiene 
hipoxemia  normalmente,  se  debe  a que  la  enfisema  se 
caracteriza  por  una  destrucción  homogénea  de  las  pare- 
des alveolares.  En  las  paredes  alveolares  están  las  redes 
de  capilares  y por  lo  tanto  estos  pacientes  van  autoampu- 
tándose  el  componente  de  ventilación  y perfusión  (V/Q)  se 
mantienen  uniformes  y de  esta  manera  se  evita  la  mezcla 
de  sangre  no  saturada  de  oxígeno  con  la  saturada,  y por 
consecuencia  se  evita  la  nociva  hipoxemia. 

El  paciente  con  bronquitis  crónica  con  insuficiencia  res- 
piratoria crónica  no  tiene  esta  ventaja,  ya  que  sus  bron- 
quios están  tapados  intraluminalmente  y sus  capilares 
siguien  perfundiendo  las  paredes  alveolares  inactivas  de 
ventilación.  Esta  sangre  desaturada  pasa  al  atrio  izquierdo 
junto  con  la  sangre  saturada  y causa  una  disminución  de 
la  presión  parcial  de  oxígeno  en  la  sangre  arterial. 

El  riñón  de  estos  pacientes  que  retienen  bióxido  de 
carbono  crónicamente,  astutamente  conserva  bicarbo- 
nato, que  pasa  a la  sangre  y sirve  de  tamponaje  al  exceso 
de  ácido  carbónico  que  se  produce  por  el  C02  aumentado. 
De  ahí  es  que  surge  que  muchos  pacientes  con  el  tipo  B de 
enfermedad  obstructiva  estén  en  una  acidosis  respiratoria 
crónica,  pero  compensado(Ph  normal,  pero  PC02  aumen- 
tado y HC03  aumentado). 

En  resumen,  las  pruebas  funcionales  pulmonares  que 
más  nos  ayudan  en  el  diagnóstico,  seguimiento,  determi- 
nación de  incapacidad  y pronóstico  en  pacientes  con  en- 
fermedad obstructiva  irreversible  son:  FEV1,  FEV1%,  RV, 
TLC,  FRC.  La  prueba  de  difusión  de  monóxido  de  carbono 
nos  separa  los  enfisematosos  puros  de  los  bronquíticos 
puros.  Sin  embargo  clínicamente  hablando,  la  mayoría  de 
estos  pacientes  tienen  una  combinación  de  estas  dos  en- 
fermedades obstructivas.  Por  último  los  gases  arteriales 
se  mantienen  normales  en  el  enfisematoso  y demuestran 
disturbios  serios  temprano  en  el  curso  clínico  del  bronquí- 
tico crónirn 
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Triple-S  ofrece  una  gran  mayoría  de  médicos  de 
donde  escoger.  De  más  de  4,000  médicos  activos  en 
todo  Puerto  Rico  la  gran  mayoría  acepta  Triple-S. 

Y en  hospitales,  Triple-S  cuenta  con  más  hospitales 
acreditados  en  todo  Puerto  Rico  que  ningún  otro  plan. 

Porque  tratándose  de  salud,  tienes  que  tener 
el  mejor. ..Triple-S.  


Seguros  de  Servicio  de  Salud 
de  Puerto  Rico,  Inc. 


Con  la  mayoría  de  médicos.  Y la  mayoría  de  los  hospitales 


En  servicios  médicos, 
Trade  s es  el  nt^or 
pian  de  sahuL  . 


DIGOXIN: 

INOTROPICO  DE 

LA  DECADA 

Osvaldo  Jiménez,  M D. 
Juan  M Igartúa.  M D. 
José  Rivera  del  Río,  M.D 


La  pasada  década  del  '70  fue  una  de  grandes  avances 
en  la  farmacología  clínica,  con  grandes  adelantos  en  la 
utilización  de  medicamentos  ya  conocidos  y en  el  descu- 
brimiento de  otros  para  indicaciones  similares  pero  con 
ciertas  ventajas  terapéuticas/"  El  inotropismo  (definido 
como  la  fuerza  contráctil  del  músculo  cardiaco)  ha  sido  de 
gran  interés  farmacológico  dado  a la  alta  incidencia  de 
enfermedades  cardiovasculares  que  afectan  directa  o indi- 
rectamente al  músculo  cardiaco.  Aunque  nuevas  aminas 
inotrópicas  han  siso  introducidas  en  la  década  pasada, 
Dopamina  (Intropin)  y Dobutamina  (Dobutrex),  y más  re- 
cientemente, pero  en  etapa  de  investigación,  Amri- 
noma^  ^ el  digital  sigue  siendo  la  droga  de  elección  para  el 
tratamiento  de  fallo  cardiaco  congestivo.  El  propósito  de 
este  artículo  es  repasar  la  farmacología,  indicaciones  y 
efectos  secundarios  de  esta  droga,  con  énfasis  especial  en 
los  nuevos  conceptos  y observaciones  recientemente  pu- 
blicadas. 

Farmacología 

Digoxin  es  la  quinta  droga  más  recetada  en  los  Estados 
Unidos/*  Su  composición  química  está  basada  en  un  este- 
roide  glicosado  con  un  núcleo  de  ciclopentano  per- 
hidrofenantreno  obtenido  del  árbol  y hoja  llamada  Digitalis 
Lanata/*  Contiene  un  anillo  lactónico  y un  grupo  hidroxilo 
en  el  núcleo,  las  cuales  son  requisitos  para  su  actividad 
farmacológica  Contiene  también  tres  azúcares  en  serie  de 
digitoxosa  del  cual  depende  su  solubilidad  y permeabilidad 
(duración  y potencia).  Su  mayor  indicación  es  por  su  ino- 
tropismo, el  cual  es  proporcional  a la  dosis  de  digital  sumi- 
nistrada 

El  digital  aumenta  la  fuerza  y la  velocidad  contráctil  del 
músculo  cardiaco  y este  efecto  ocurre  tanto  en  el  corazón 
normal  como  en  el  corazón  enfermo.  Su  mecanismo  de 
acción  es  inhibiendo  la  enzima  sodio-potasio  ATP  asa  de  la 
membrana  celular  permitiendo  la  salida  del  potasio  intra- 
relular,  aumentando  de  esta  forma  el  caloio  intracelular 
disponible  Este  aumento  en  el  calcio  intracelular  mejora 
el  acomplamiento  de  los  elementos  contráctiles  (actino  y 
miosina)/* 

Secctftn  títr  C^irüuilogia 
Sf/vicio  dr‘  tUti 

HitspiUil  Ot'  Vtftvfitnui 
Sáo  Jvitn  Puerco  Rico 


Los  efectos  electrofisiológicos  del  digital  son  los  siguien- 
tes:'* aumento  del  periodo  refractario  y disminución  de  la 
velocidad  de  conducción  en  el  tejido  especializado  de  con- 
ducción; disminución  del  periodo  refractario  del  músculo 
atrial  y ventricular.  En  el  nodo  seno-atrial,  el  digoxin  causa 
bradicardia  mediada  vagalmente.  En  el  músculo  atrial  el 
efecto  directo  del  digital  es  el  aumento  de  la  conducción,  el 
efecto  indirecto  es  mediado  por  el  nervio  vago  causando 
disminución  en  la  conducción  por  lo  que  el  efecto  neto  es 
nulo  o en  ocasiones  hay  aumento  en  la  conducción  atrial; 
por  ejemplo,  en  el  caso  de  aleteo  atrial  el  cual  pasa  a fibrila- 
ción  atrial.  En  el  nodo  atrio  ventricular  causa  disminución 
de  la  velocidad  de  conducción  por  efecto  vagal.  En  la  fibra 
de  Purkinje  y en  el  músculo  ventricular  el  digital  prolonga 
variablemente  la  repolarización  por  lo  que  se  ven  cambios 
electrocardiográficos  típicos  del  segmento  ST  y de  la  onda 
T.  Sin  embargo,  en  altas  concentraciones  podría  acelerar 
la  conducción  motivando  a arritmias  por  re-entrada  o auto- 
matismo ventricular.^ 

Digoxin  es  un  medicamento  bastante  soluble  en  agua 
por  lo  que  su  absorción  es  sobre  el  70%  por  vía  oral, 
quedando  sólo  un  6%  en  la  circulación  enterohepática.®  La 
vida  media  es  de  6 a 8 horas,  se  une  a las  proteínas  séricas 
en  un  25%,  eliminándose  alrededor  del  37%  de  sus  reser- 
vas diarias,  80%  por  vía  renal  y 20%  por  excreción  biliar.  La 
eliminación  renal  es  por  filtración  glomerular  y secreción 
tubular.  El  digoxin  tiene  afinidad  a muchos  tejidos,  pero  los 
más  importantes  son  el  corazón,  cerebro  y músculo  es- 
triado. Su  eliminación  renal  no  depende  del  flujo  urinario 
siempre  que  ésta  sea  mayor  de  1.5  cc/minuto,  no  así 
cuando  disminuye  el  flujo  y la  depuración  renal. 

El  digoxin  oral  comienza  a actuar  a los  45  minutos  y su 
efecto  máximo  es  a las  6 horas;  por  vía  intravenoso  co- 
mienza a actuar  a los  30  minutos  con  un  efecto  máximo 
entre  la  segunda  y cuarta  hora  después  de  administrado. 
El  1 5%  del  digoxin  se  biotransforma  a digoxigeninas  en  el 
intestino  grueso  por  la  flora  intestinal  y parte  de  éste  se 
reabsorbe.^  Aproximadamente  el  10%  de  los  pacientes 
biotransforman  más  del  35%  del  digoxin  y lo  reabsorben, 
por  lo  que  obtienen  niveles  séricos  más  altos.  Por  el  con- 
trario, el  uso  de  antibióticos  que  afecten  la  flora  intestinal 
podría  disminuir  los  niveles  séricos  del  digoxin,  por  lo  que 
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podría  no  obtenerse  el  efecto  terapéutico  deseado.®^ 

Medicamentos  que  aumentan  la  motilidad  intestinal 
disminuyen  la  absorción  de  digoxin  (Gelusil,  Kaopectate, 
Colestiramina,  Colestipol,  Neomicina,  sulfas  no  absorbí- 
bles);  y aumenta  su  absorción  aquellos  medicamentos  que 
disminuyen  la  motilidad  intestinal  (drogas  anticolinérgi- 
cas).^°  Se  recomienda  tomar  el  digoxin  2 horas  antes  de  la 
administración  de  cualesquiera  de  estos  medicamentos. 

Los  disturbios  electrolíticos  afectan  la  bioquinética  del 
digoxin;  el  aumento  de  potasio  sérico  compite  por  los  re- 
ceptores miocárdicos  del  digoxin.  La  disminución  del  pota- 
sio o magnesio  sérico  disminuyen  en  un  60%  la  dosis  del 
digoxin  necesaria  para  la  toxicidad.  La  hipercalcemia  po- 
tencia la  toxicidad  por  digital  por  lo  que  no  se  recomienda 
dar  calcio  intravenoso  en  pacientes  tomadores  de  digoxin. 
La  hipoxia  aguda  o crónica,  la  isquemia  o inflamación 
miocárdica  aumentan  la  toxicidad  por  digital.  La  aci- 
dosis o alcalosis  o diálisis,  al  causar  cambios  electrolíticos, 
pueden  afectar  los  efectos  del  digital  a la  medida  que 
afecten  a los  electrolitos  séricos.  En  pacientes  hipotiroi- 
deos,  se  prolonga  la  vida  media  del  digoxin  por  lo  que  hay 
que  disminuir  la  dosis  terapéutica,  lo  contrario  ocurre  en  el 
hipertiroideo.  En  este  último,  la  actividad  de  la  enzima 
Na-K  ATP  asa  está  marcadamente  aumentada.  No  se  reco- 
mienda usar  altas  dosis  de  digoxin  en  los  pacientes  hiperti- 
roideos  pues  pueden  desarrollar  toxocidad  sin  haber  lo- 
grado el  efecto  terapéutico  deseado 

Es  bien  conocido  que  debido  a la  afinidad  del  digital  por 
los  tejidos,  éste  no  es  removido  en  más  de  un  3%  por 
hemodiálisis  o hemoperfusión.^’  En  el  paciente  urémico, 
debido  a la  disminución  de  la  función  renal  y de  la  masa 
muscular,  y por  los  disturbios  electrolíticos  de  éstos,  la 
biodisponibilidad  del  digital  es  mayor  por  lo  que  se  reco- 
mienda disminuir  la  dosis  de  mantenimiento  del  digoxin. 
Esto  es  aplicable  a los  ancianos  también,  en  los  que  la 
función  renal  y la  masa  muscular  pueden  estar  disminui- 
das. 

Efecto  del  digital  en  el  músculo  cardiaco 

En  el  músculo  cardiaco  normal,  el  digital  aumenta  la 
contractilidad  del  mismo,  la  tensión  miocárdica,  el  débito 
cardiaco,  el  consumo  de  oxígeno,  la  presión  al  final  de 
diástole  ventricular  y la  resistencia  vascular  peri- 
férica.^^En  el  músculo  cardiaco  enfermo,  el  digital 
aumenta  la  contractilidad  miocárdica,  el  débito  cardiaco,  la 
diuresis  y la  tolerancia  al  ejercicio,  pero  disminuye  la  ten- 
sión miocárdica,  el  consumo  de  oxígeno,  la  presión  al  final 
de  diástole  ventricular  y la  resistencia  vascular  periférica 
Cuando  el  digital  se  administra  en  forma  intravenosa  rá- 
pida, aumenta  la  vasocotricción  periférica  y la  resistencia 
arteriolar  sistémica.  Este  efecto  no  ocurre  cuando  se  admi- 
nistra lentamente  en  un  periodo  mayor  de  15  minutos.® 

En  dosis  terapéutica,  el  digital  estimula  los  barorecepto- 
res  (por  efecto  vagal)  causando  bradicardia  y disminución 
de  la  conducción  del  nodo  atrio-ventricular.  La  hipotensión 
fisiológica  causada  por  digital  es  contrarrestada  por  el 
efecto  digitálico  vasoconstrictor  directo  periférico.  A dosis 
tóxicas  el  digoxin  es  arritmogénico  por  efecto  autonómico 
simpático.’® 

Manifestaciones  electrocardiográficas 

Las  manifestaciones  electrocardiográficas  más  frecuen- 
tes pueden  manifestarse  de  2 a 4 horas  luego  de  la  admi- 
nistración de  dosis  terapéutica.  Estos  cambios  se  mani- 
fiestan más  frecuentes  en  la  onda  T y en  el  segmento  ST  y 


pueden  persistir  por  2 a 4 semanas  luego  de  desconti- 
nuada la  droga.  Puede  causar  falsos  positivos  en  las  prue- 
bas de  ejercicio.’®  Los  cambios  del  segmento  ST  y onda  T 
no  correlacionan  con  niveles  tóxicos  o terapéuticos,  del 
digoxin.  Los  efectos  más  comúnmente  vistos  son  el  em- 
pastamiento  del  segmento  ST  en  cubetas  (no  correlaciona 
con  niveles  séricos  del  digoxin),  inversión  de  la  porción 
inicial  de  la  onda  T (T  invertida  s métrica  nunca  resultan 
por  digital),  acortamiento  del  intervalo  QT,  prolongación 
del  intervalo  PR  y aumento  de  le.  amplitud  de  la  onda  U. 

Es  de  amplio  conocimiento  que  pacientes  con  infarto  de 
miocardio,  cirugía  general  y ciri.gía  cardiaca,  edad  avan- 
zada, tomadores  de  quinidina,  p.acientes  hipóxicos  o hipo- 
kalémicos  y pacientes  con  cardiomiopatías  son  sensibles  a 
toxicidad  por  digital  con  la  dosis  usuales  terapéuticas. 

El  paciente  con  angina  de  pecho  y fallo  cardiaco  mejora 
al  dársele  digital,  no  así  el  paciente  con  angina  de  pecho 
con  función  ventricular  normal  en  el  cual  se  aumenta  el 
consumo  de  oxígeno  y podría  (;mpeorar  su  angina.’^  ’®  La 
combianción  de  propranolol  y digoxin  es  a veces  benefi- 
ciosa en  los  pacientes  con  angina  y función  ventricular 
anormal  ya  que  aumenta  la  tolerancia  al  ejercicio  y dismi- 
nuye los  episodios  de  angina.  El  digoxin  ha  sido  en  ocasio- 
nes útil  al  paciente  con  angina  nocturna.  En  el  paciente 
con  infarto  de  miocardio  agudo,  el  digoxin  no  tiene  efecto 
neto  si  la  afectación  de  la  masa  miocárdica  es  mayor  de  un 
20%  (Killip  III  o IV)  ya  que  el  rr  ósculo  cardiaco  sin  insulto  es 
el  único  teiido  capaz  de  contraer  efectivamente.  El  tejido 
peri-isquémico  es  sensible  a arritmias,  y se  sabe  que  la 
concentración  de  digoxin  ajmenta  en  este  tejido,  por  lo 
que  pueden  ser  desencadenada  arritmias  por  re-entrada  o 
automaticidad  No  es  discutida  la  utilidad  de  digoxin  en  el 
paciente  con  infarto  agudo  y fibrilación  atrial  de  respuesta 
rápida.  Se  ha  demostrado  e I aumento  de  la  enzima  sérica 
CPK  en  el  paciente  con  infarto  agudo  que  se  le  da  digital 
como  evidencia  de  mayor  dañoal  aumentarel  consumo  de 
oxígeno  miocárdico,  no  asi  si  hay  fallo  cardiaco  concomi- 
tante.’® Actualmente  se  rr  eomienda  usar  aminas  inotró- 
picas  (Dopamina  o Dobutamina)  en  el  paciente  con  infarto 
miocárdico  y fallo  de  bomba. 

Digoxin  en  corazón  pulmonar  (cor-pulmonale) 

Se  sabe  que  el  digoxin  es  de  utilidad  sólo  en  el  30% de  los 
pacientes  con  cor-pulmonar  en  los  cuales  hay  fallo  car- 
diaco derecho  y disfunción  de  ventrículo  izquierdo  clínica  o 
sub-clínica,  no  así  en  el  paciente  con  función  ventricular 
izquierda  normal,  en  el  cual  no  afecta  la  función  ventricu- 
lar derecha  y aumenta  Ici  incidencia  de  toxicidad.’®^ 

Indicaciones  para  el  uso  de  digital 

1 Fallo  Cardiaco  Congestivo  — de  etiología  isquémica, 
valvular,  reumática,  hipertensiva  o congénita;  me- 
nos efectiva  en  cardiomiopatías  infiltrativas  cor- 
pulmonar,  procesos  tóxicos  infecciosos  No  es  de 
beneficio  en  el  paciente  con  pericarditis  contrictiva  o 
tamponada,  en  fallo  cardiaco  de  alto  gasto  como 
tirotoxicosis,  Beri-Beri,  fístulas  arterio-venosas,  y 
anemia.  Podría  empeorar  en  pacientes  con  hipertro- 
fia sub-aórtica  idiooática.®’ 

2 Taquicardias  Supraventriculares; 

a)  taquicardia  por  re-entrada  nodal  — en  esta  taqui 
cardia,  la  conducción  anterógrada  en  el  circuito 
nodal  es  a través  de  un  tracto  de  conducción 
lenta;  el  digital  aumenta  el  período  refractario  de 
este  tracto  terminando  el  circuito  de  re  entrada 
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b)  fibrilación  paroxística  o aleteo  atrial  — en  esta 
condición  el  digital  aumenta  el  periodo  refractario 
del  nodo  atrio-ventricular,  disminuyendo  la  res- 
puesta ventricular. 

Contraindicaciones 

1 . Absolutas  — intoxicación  por  digital,  hipertrofia  sub- 
aórtica idiopática  (ya  que  el  aumento  de  inotropismo 
causado  por  digital  aumenta  la  obstrucción  en  el 
tracto  de  salida  del  ventrículo  izquierdo),  WPW  con 
fibrilación  atrial  (en  pacientes  con  tractos  de  Kent  de 
periodos  refractarios  cortos  podría  facilitarse  la  con- 
ducción a través  del  tracto  accesorio  causando  taqui- 
cardias letales). 

2.  Relativas: 

a)  bloqueo  atrioventricular  o enfermedad  de  nodo 
sino-atrial  (sick  sinus  syndrome)  a menos  que  el 
paciente  tenga  un  marcapaso  artificial. 

b)  hipersensitividad  del  seno  carotídeo 

c)  cardioversión  — sólo  si  el  paciente  tiene  signos  o 
síntomas  de  toxicidad  digitálica. 

Hoy  día  existen  métodos  de  radio-i nmunoensayo  para 
determinar  las  concentraciones  séricas  del  digoxin  utili- 
zando anticuerpos  específicos  a base  de  una  prueba  de 
combinación  competititiva.^^  La  muestra  se  debe  tomar  8 
horas  o más  después  de  la  última  dosis  de  digoxin.  Existe 
un  sobrecruzamiento  entre  las  dosis  terapéuticas  y dosis 
del  digoxin,  y es  el  juicio  clínico  lo  que  determina  en  un 
momento  dado  si  el  paciente  está  intoxicado.  Es  de  acepta- 
ción general  que  valores  entre  0.5-2  nanogramos/ml  son 
generalmente  no  tóxicos  y que  valores  mayores  de  2.5 
apuntan  con  bastante  certeza  a toxicidad,y  valores  meno- 
res de  1 lo  descartan.  Un  estudio  hecho  por  Weintraub® 
señala  que  pacientes  con  64  años  o más  necesitaron  1 6% 
menos  de  la  dosis  terapéutica  usual,  pacientes  con  fallo 
renal  necesitaron  33%  menos  y el  paciente  de  fibrilación 
atrial  necesitó  un  40%  más  de  la  dosis  usual.  No  se  reco- 
mienda dar  digoxin  intramuscular  por  su  absorción  errá- 
tica, dolor  y necrosis  local, y aumento  del  CPK. 
Dígitalización 

a)  Rápida  — 0.5  al  mg.  intravenoso  en  24  horas  ó 1 
a 1 5 mg  oral  y luego  0.25  mg  diario  de  manteni- 
miento. 

b)  Lenta  — 0.25  mg.  diarios,  sabiendo  que  se  nece- 
sitan alrededor  de  7 días  para  alcanzar  valores 
séricos  terapéuticos. 

Toxicidad  por  ditigal 

La  incidencia  es  de  aproximadamente  de  1 2 a 20%  y una 
mortalidad  variable  entre  5 a 1 0%.  Los  pacientes  sin  enfer- 
medad cardiaca  toleran  mejor  altas  dosis,  el  70%  de  los 
intoxicados  tenían  fallo  cardiaco  clase  III  y IV  de  la  New 
York  Heart  Classification  (NYHC).  Las  manifestaciones  de 
la  toxicidad  por  digital  pueden  ser  cardiacas  o extracardia- 
cas. 

A)  Cardiacas  — por  bloqueo  unidireccional  o bidireccio- 
nal  o por  automatismo  aumentado 

1 . nodo  sino-atrial  — bradicardia  o arresto  sinusal  lo 
cual  ileva  a ritmos  de  escape  de  la  unión  atrioven- 
tricular o ventricular. 

2.  atrios  — prematuros  atriales,  taquicardia  atrial, 
taquicardia  atrial  con  bloqueos  atrioventriculares 
variables. 

3 nodo  atrioventricular  — disminución  de  la  fre- 
cuencia ventricular  en  fibrilación  o aleteo  atrial. 


bloqueos  atrioventriculares  de  segundo  o tercer 
grado,  y taquicardia  nodal  acelerada. 

4.  ventrículo  — prematuros  ventriculares,  bigemi- 
nismo  o trigeminismo,  parasístole,  taquicardia 
ventricular,  ritmo  ventricular  acelerado,  fibrila- 
ción ventricular. 

B)  Extracardiacos: 

1 . gastrointestinales  — por  toxicidad  en  el  sistema 
nervioso  central  puede  causar  anorexia,  náusea  y 
vómitos. 

2.  toxicidad  a sistema  nervioso  central  — cefalea, 
desorientación,  confusión,  delirio,  convulsiones, 
disturbios  visuales  como  escotomas,  halos,  pér- 
dida de  percepción  de  colores. 

3.  endocrino  — cuando  se  ha  usadodigoxin  por  más 
de  2 años,  puede  causar  ginecomastía  en  el 
varón  y hemorragia  endometrial  o cornificación 
vaginal  en  la  mujer 

Sobresodis  masiva:  suicidio  o accidente 

El  paciente  sin  enfermedad  cardiaca  previa  tiende  a 
tolerar  mejor  la  sobredosis,  su  arritmias  son  generalmente 
bloqueos  sinoatriales  o atrioventriculares  y/o  bradicardia 
sinusal  los  cuales  cuales  tienden  a responder  con  atropina 
intravenosa  o marcapaso  artificial.  Los  pacientes  con  en- 
fermedad cardiaca  pre-existente  son  menos  tolerantes  y 
desarrollan  arritmias  letales  comúnmente,  se  tratan  con 
anti-arrítmicos  (difenilhidantoína,  lidocaína,  potasio  o 
cardioversión  inclusive).  Los  pacientes  que  desarrollan  hi- 
perkalemia  por  toxicidad  digitálica  (por  salida  de  K intrace- 
lular  al  exterior)  es  de  mal  pronóstico.  El  tratamiento  a 
estos  pacientes  debe  ser  la  admisión  inmediata  a una 
unidad  de  cuidado  intensivo  con  monitorización  cons- 
tante, descontinuar  el  digoxin,  dar  atropina  o poner  un 
marcapaso  temporero  en  los  ritmos  lentos,  antiarrítmicos 
en  los  ritmos  acelerados  con  KC1  (peligroso  en  fallo  renal), 
antiarrítmicos  tipo  II  (difenilhidantoína,  lidocaína);  anti- 
cuerpos digoxin  específicos  (se  desarrollan  en  el  suero  de 
conejo  y se  utiliza  la  fracción  liviana  (Fab)  los  cuales  se 
eliminan  por  el  riñón  y tienen  una  vida  media  de  aproxima- 
damente 5 horas. )^^^^  ^ 

Condiciones  médicas  de  importancia  clínica  en 
pacientes  digitalizados 

Anestesia  General  — En  pacientes  que  reciben  aneste- 
sia general  las  alteraciones  electrolíticas  y ácido  base  y 
del  sistema  autonómico  como  respuestas  a hipoventila- 
ción  o hiperventilación  podrían  ser  arritmogénicos.  No  se 
recomienda  por  lo  tanto  usar  ciclopropano  con  digoxin. 

Cirugía  Cardiaca  — Los  niveles  de  digoxin  bajan  durante 
la  cirugía  y retornan  a su  nivel  2 horas  luego  de  la  cirugía; 
pueden  continuar  subiendo  en  las  primeras  24  horas  por 
disminución  de  la  depuración  renal  post-operatorio  simul- 
táneo a cambios  electrolíticos  los  cuales  pueden  ser  causa 
de  arritmias.  Se  recomienda  descontinuar  el  digoxin  24 
horas  antes  de  la  cirugía  y reinstalarlo  si  es  necesario  24 
horas  luego  de  la  cirugía. 

Quinidina  — Se  sabe  que  quinidina  aumenta  la  concen- 
tración sérica  de  digital  en  un  50%,  esto  es  proporcional  a 
la  dosis  de  quinidina  (siempre  que  sea  mayor  de  800 
mg/día  ya  que  dosis  menores  no  afectan  el  nivel  sérico  de 
digoxin).  Esta  interacción  ocurre  en  el  90%  de  los  pacien- 
tes. El  mecanismo  aceptado  es  la  disminución  en  la  distri- 
bución tisular  del  digoxin  (en  un  35%)  y disminución  en  la 
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excreción  y secreción  renal  (en  un  30%).  Este  efecto  apa- 
rece a los  2 a 3 días  de  añadir  quinidina  y desaparece  a los 
5 días  de  suspenderla.  Se  recomienda  reducir  la  dosis  de 
digoxin  en  un  50%  de  lo  usual.  Estudios  recientes  apuntan 
a favor  de  cierta  interacción  entre  verapamil  y digoxin  pe- 
ro aún  no  está  confirmada.  No  existe  interacción  entre 
digoxin  y los  siguientes  medicamentos;  procainamida,  li- 
docaína,  disopiramida,  aprindine,  mexiletine,  ajmaline  o 
difenilhidantoína.  Parece  ser  que  los  antiinflamatorios  no 
esteroideos  aumentan  los  niveles  de  digoxin  séricos,  so- 
bre todo  en  los  ancianos  (ejemplo  — Aspirina  en  dosis 
mayor  de  1 gm/día,  Indometacina  en  dosis  mayor  a 100 
mg/día,  e Ibuprofen  en  dosis  mayor  de  1 gm/ 

día)  28,29,3031 ,32 

La  concentración  sérica  de  digoxin  en  el  feto  es  la 
misma  que  la  de  la  madre  que  usa  digoxin  crónicamente. 
Sin  embargo,  en  el  recién  nacido,  la  capacidad  del  digoxin 
de  fijarse  a los  tejidos  y corazón  es  menor.  La  vida  media 
del  digoxin  en  el  recién  nacido  inmaduro,  es  de  57  horas 
en  comparación  al  de  35  horas  en  recién  nacido  maduro;  y 
esto  es  por  la  disminución  de  la  depuración  del  riñon  inma- 
duro. Por  lo  tanto,  se  recomienda  reducir  la  dosis  de  digo- 
xin en  el  recién  nacido  inmaduro.  Hay  evidencia  de  resis- 
tencia miocárdica  a toxicidad  en  el  recién  nacido.  Niveles 
mayores  de  2 nanogramos/ml  son  encontrados  frecuen- 
temente en  los  infantes  recibiendo  dosis  terapéuticas  de 
digoxin  sin  manifestaciones  de  toxicidad  ya  que  usual- 
mente éstas  aparecen  en  concentraciones  séricas  mayor 
de  3.5  nanogramos/ml.’^ 
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HYPERSOMNIC  DIAZEPAM  ABSTINENCE 
SYNDROME:  A CASE  REPORT 


ABSTRACT: 

A 25  years  old  patient  is  described  who  had  a 5 year 
history  of  abusing  diazepam  (up  to  100  mg. /day).  He 
was  evaluated  and  treated  for  a diazepam  abstinence 
syndrome,  which  uncharacteristically  consisted  largely 
of  hypersomnia.  Successful  outpatient  treatment  was 
obtained  using  predominantly  tapering  doses  of  praze- 
pam  over  a 1 5 day  period. 

Several  explanations  were  proposed  to  clarify  this 
unusual  reaction.  The  most  intriguing  contingency  of- 
fered is  that  this  reaction  represented  a compensated 
diazepam  induced  cyclothymic  (hypomanic)  personality 
disorder. 

Withdrawal  reactions  associated  with  the  benzodiazepi- 
nes have  been  widely  reported  in  the  literature.^  However, 
in  a detailed  analysis  of  several  hundred  reports,  Marks 
has  concluded  that  the  incidence  is  probably  overstated’ 
Most  of  the  reports  include  inadequate  histories,  debata- 
ble abstinence  manifestations,  confusion  with  unmsaked 
anxiety,  and  failure  to  document  tolerance.  The  accepted 
reports  most  o1ten  concern  the  use  of  benzodiazepines  in 
high  dosages  over  prolonged  periods  of  time  with  severe 
abstinence  syridromes.  Although  severe  reactions  have 
been  noted  upon  abrupt  discontinuation  of  therapeutic 
doses  after  short  periods  of  administration,  they  remain 
rare  ocurrences.^,^  Diazepahm  (Valium®)  is  frequently  re- 
ported to  cause  dependency,  probably  as  a result  of  its 
more  frequent  usage. 

The  withdrawal  reactions  associated  with  diazepam  de- 
pendency generally  follow  the  elimination  half-life  of  the 
drug;  and  typically  begin  4-5  days  after  abrupt  cessation 
and  peak  around  day  7 or  8. 

The  following  case  is  a report  of  a 5 year  diazepam 
abuser  who  presented  with  an  unusual  abstinence 
syndrome,  which  paradoxically  consisted  primarily  of 
hypersomnia.  He  was  susccessfully  treated  on  an  outpa- 
tient basis  with  diazepam  and  tapering  doses  of  prazepam 
(Centrax®)  over  a 1 5 day  period. 

Case  study 

A 25  year  old  white  man  was  referred  for  a pharmacolo- 
gical work-up  of  a possible  diazepam  dependency.  He  had 
been  taking  diazepam  for  over  5 years.  His  past  medical 
history  revealed  an  early  involvement  in  experimenting 
with  drugs  which  coincided  with  the  break-up  of  his  pa- 


Assistant  Professor  of  CUnicaf  Pharmacy  and 
Clinical  Pharmacy  Coordinator, 

College  of  Pharmacy  and 
Veterans  Administration  Hospital 
Medical  Sciences  Campus 
University  of  Puerto  Rico 
C PO  Box  5067 
San  Juan.  Puerto  Rico  00936 


Professor  of  Psychiatry  and 
Chief  of  Psychiatry  Services. 

Medical  Sciences  Campus 
University  of  Puerto  Rico 
and  Veterans  Administration  Hospital 
San  Juan.  Puerto  Rico  00936 


Robert  J.  Holt,  Pharm.  D.  * 
Jorge  Pérez-Cruet,  M.D." 


rents.  He  was  1 3 when  his  mother  decided  that  she  could 
no  longer  care  for  him  and  he  was  eventually  placed  in  a 
foster  home.  His  illicit  drug  taking  escalated  and  soon  ran 
the  spectrum.  At  age  17  he  was  enrolled  in  a drug  treat- 
ment house  for  a morphine  addiction.  Later  that  year  he 
went  "straight"  and  served  as  a counselor  in  a drug  reha- 
bilitation program  set  up  by  the  government.  He  soon 
returned  to  taking  drugs,  however,  and  eventually  was  in- 
troduced to  diazepam  at  age  20.  His  dosage  quickly  re- 
ached 40-50  mg. /day,  which  he  said  made  him  feel  eup- 
horic. One  year  later  he  began  noticing  short  and  long  term 
memory  losses  and  decided  to  go  off  of  the  drug  "cold 
turkey".  He  reported  diarrhea  late  on  the  second  day  and 
total  body  numbness  on  the  third  day  of  abstention.  The 
fourth  day  he  reported  awakening  with  the  feeling  he 
likened  to  a persistant  hangover.  By  this  time  he  could 
hardly  move  out  of  the  bed,  felt  drowsy  and  confused,  and 
began  sleeping  most  of  the  day  (approximately  17  hours). 
His  foster  mother  had  trouble  waking  him  for  his  meals.  By 
the  fifth  day  he  did  not  feel  like  eating  and  he  continued  to 
have  a very  bad  "hangover".  He  also  reported  extreme 
vertigo,  which  would  not  permit  him  to  leave  the  bed. 
Again,  he  slept  through  most  of  the  fifth  day  and  awoko  the 
next  day  with  the  feeling  like  "I  just  drank  a bottle  of 
Tequila".  The  sixth  day  brought  much  the  same  feelings, 
only  increasing  in  severity.  On  the  seventh  day  he  awoke 
with  blurred  vision,  nausea,  vertigo,  disorientation,  and 
intense  dysphoria.  He  reported  that  the  could  not  raise  his 
head  up  from  the  bed  and  decided  to  take  a 1 0 mg  diaze- 
pam. After  sleeping  for  approximately  3 hours  he  awoke 
feeling  euphoric  "like  awakening  from  a eight  day  night- 
mare". All  preceding  symptoms  were  gone. 

This  episode  prevented  further  attempts  to  discontinue 
the  drug  and  he  continued  taking  it  for  the  next  4 years  at 
varying  oral  dosages  up  to  100  mg/day,  depending  on  its 
availability.  He  noticed  withdrawal-type  reactions  when 
his  dosage  went  under  20  mg/day. 

When  he  was  seen  initially  he  presented  with  hypoma- 
nic behavior;  hyperverbosity,  pressured  speech,  and  his- 
tory of  needing  little  sleep.  He  denied  overt  depressive 
symptomatology,  but  at  times  admitted  to  feeling  "blue". 
His  history  was  positive  for  sociopathic  traits,  along  with 
charasteristic  drug  seeking  behavior  patterns.  He  had  ne- 
ver received  a psychiatric  diagnosis  and  obtained  his  dia- 
zepam by  using  histrionics  and  manipulative  sleep  disor- 
der histories.  He  expressed  a very  sincere  desire  to  get  off 
of  diazepam  as  he  was  becoming  more  and  more  concer- 
ned  with  the  long  term  effects  of  the  drug.  His  drug  use  at 
this  time  consisted  mostly  of  diazepam  with  social  alcohol 
consumption.  He  was  continued  on  diazepam  30  mg/day 
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until  he  could  be  hospitalized  for  withdrawal  treatment. 
Upon  admission  the  neurological  and  psychiatric  exami- 
nations were  essentially  normal.  A sixteen  channel  wake 
and  sleep  EEG  recording  and  a CT  scan  were  unremarka- 
ble. A working  diagnosis  of  antisocial  personality  (DSM  III) 
with  a concomitant  cyclothymic  personality  disorder  was 
made. 

It  was  decided  to  ascertain  his  degree  of  tolerance  by 
using  the  pentobarbital  challenge  test.^  He  showed  no 
signs  of  intoxication  with  a total  dosage  of  1 200  mg  admi- 
nistrated over  a 1 4 hour  period. 

Due  to  family  responsibilities  the  patient  was  dischar- 
ged two  days  later  and  was  to  undergo  detoxification  as  an 
outpatient.  He  was  instructed  to  take  20  mg  of  prazepam  in 
the  morning  and  no  more  than  10  mg  of  diazepam  in  the 
evening.  He  was  to  return  to  the  clinic  in  three  days.  At  the 
next  visit  the  patient's  demeanor  had  visibly  changed.  He 
presented  with  lethargy,  was  slow  to  respond  to  ques- 
tions, and  feared  he  was  relapsing  into  withdrawal 
symptomatology.  All  vital  signs  were  normal,  except  heart 
rate  and  blood  pressure,  which  were  slightly  elevated.  He 
also  complained  of  dizziness,  muscular  weakness,  heada- 
ches, and  difficulty  concentrating.  He  was  given  verbal 
support  and  instructed  to  take  10  mg  of  prazepam  in  the 
morning  and  10  mg  of  diazepam  in  the  evening  if  so 
needed.  On  a return  visit  2 days  later,  he  presented  with 
similar  lethargy  and  symptomatology  on  from  the  previous 
visit  and  also  reported  "print-pattern"  hallucinations  on 
the  day  before,  as  well  as  an  increased  need  for  sleep 
(10-15  hours).  He  was  fully  oriented  and  was  strongly 
encouraged  to  continue  the  morning  prazepam  as  before, 
but  to  eliminate  the  evening  diazepam  if  possible.  Interve- 
ning phone  triage  indicated  that  the  regimen  wsa  fairly 
; well  tolerated  with  hypersomnia,  headaches,  and  dysgeu- 
■ sia  as  the  major  complaints.  He  was  not  disoriented  or 
! hallucinating.  At  the  next  visit,  5 days  later,  he  stated  he 
, was  feeling  well  with  none  of  the  previous  problems.  His 
• presentation  was  totally  unremarkable.  A polydrug  urine 
Í screen  was  negative  for  other  psychotropics.  He  was  ins- 
I tructed  to  take  5 mg  of  prazepam  each  morning  for  five 
: days  and  then  stop  the  drug  completely  (no  diazepam  was 
prescribed).  Two  weeks  later  the  patient  presented  with  a 
normal  affect  and  none  of  the  previous  symptomatology. 
At  3 and  6 month  follow-ups  his  sleeping  habits  were 
reportedly  normal  and  he  was  engaged  in  successful 
psychotherapy. 

DISCUSSION 

' The  signs  and  symptoms  of  abrupt  benzodiazepine  with- 
j drawal  show  great  individual  variation  and  vary  from  mi- 
t nor  (apprehension,  anorexia,  muscle,  weakness,  dizzi- 
ness, numbness,  headaches,  paresthesias,  and  insomnia) 
to  the  most  severe  manifestations  such  as  acute  organic 
brain  syndromes,  convulsions,  and  coma.’ 

The  patient  reported  here  had  characteristic  withdrawal 
symptomatology  (weakness,  numbness,  headaches,  dizzi- 
ness, and  mild  visual  hallucinations)  before  treatment  and 
even  during  detoxification,  although  less  pronounced  in 
i the  latter  The  most  common  complaint  consisted  of  hyper- 
I somnia  which  was  in  contradiction  to  what  one  would 
expect  Rebound  insomnia  or  withdrawal  insomnia  is  al- 
most always  reported  as  part  of  the  benzodiazepine  absti- 
nence syndrome  No  readily  identifiable  explanation  exists 
i for  this  phenomenon  except  for  the  possibility  that  the 


hypersomnia  represents  a return  to  baseline  personality 
disorder  that  the  diazepam  was  masking.  The  fact  that  his 
sleeping  habits  and  affect  normalized  so  quickly  after  with- 
drawal argues  against  this,  however.  Since  he  presented 
initially  with  typical  hypomanic  affect,  this  may  indicate 
that  diazepam  produced  the  effectual  disturbance  to  begin 
with;  and  that  the  hypersomnia  represented  an  idiosyncra- 
tic or  compensatory  reaction  to  the  drugs  withdrawal. 
Diazepam  has  been  reported  to  cause  excitation  and  eup- 
horia among  abusers,  however,  overt  mania  or  hypomania 
has  not  been  reported.  A diagnosis  of  cyclothymic  perso- 
nality disorder  could  answer  some  of  these  questions,  but 
no  pervasive  effectual  disturbance  could  be  documented 
up  to  six  months  post  withdrawal.  This  lends  further  sup- 
port toward  a diazepam  induced  hypomania,  especially  in 
light  of  ruling  out  other  psychotropic  drug  abuse.  Although 
all  potential  drug  abuse  could  not  totally  be  ruled  out,  this 
was  felt  not  to  be  a factor. 

The  time  course  and  severity  of  the  withdrawal 
symptons,  documented  tolerance,  and  absence  of  anxiety 
strongly  supports  the  diagnosis  of  diazepam  abstinence 
syndrome. 

Adequate  treatment  and  prevention  of  abstinence 
syndromes  associated  with  the  benzodiazepines  rests  on 
establishing  tolerance  levels  and  gradually  withdrawing 
the  offending  agent  or  a substitute.®  Hospitalization  is 
normally  required  in  the  more  severe  dependencies,  and 
would  have  been  optimal  in  this  case.  Phenobrabital  has 
been  recommended  most  often  in  the  treatment  of 
sedative-hypnotic  dependency  because  it  produces  fewer 
fluctuations  in  the  blood  levels,  which  allows  for  a slow 
downward  titration.®  It  was  decided  to  utilize  prazepam 
because  the  patient  had  in  the  past  been  a heavy  abuser  of 
phenobarbital  and  he  did  not  wish  to  receive  it  again;  and 
also  because  of  its  apparent  pharmacokinetic  similarities 
to  phenobarbital. 

Prazepam  and  diazepam  are  both  benzodiazepines 
which  are  metabolized  to  desmethyidiazepam,  which  ac- 
counts for  the  majority  of  pharmacological  effects  of  the 
two  compounds.  Prazepam  has  a long  half-life  (36-200 
hours)  when  compared  with  diazepam  (26-53  hours),  and 
appears  to  produce  desmethyidiazepam  in  a "sustained 
release"  fashion.^®  It  was  theorized  that,  as  with  pheno- 
barbital the  use  of  prazepam  would  allow  for  a gradual 
elimination  and  decrease  the  possibility  of  withdrawal 
symptoms.  Since  the  patient  manifested  extreme  tole- 
rance, and  some  degree  of  psychological  addiction  was 
suspected  as  well,  he  was  initially  given  the  choice  of 
taking  10  mg  diazepam  daily.  This  allowed  the  patient  to 
become  actively  involved  in  the  weaning  process,  but 
could  only  have  been  accomplished  with  a highly  motiva- 
ted individual.  The  breakthrough  withdrawal  symptoms 
(lethargy,  muscle  weakness,  hallucinations,  and  dizziness) 
may  have  been  due  to  an  underestimation  of  the  depen- 
dency. Nevertheless,  the  patient  did  not  require  hospitali- 
zation and  did  well  as  an  outpatient. 

CONCLUSION 

Several  novel  contingencies  can  be  drawn  from  this 
case  report.  Firstly,  the  unusual  presentation  of  hypersom- 
nia, as  the  primary  abstinence  symptom,  may  have  repre- 
sented an  affectual  rebound  from  a diazepam-induced 
hypomania.  Secondly,  successful  outpatient  detoxification 
was  accomplished  while  using  prazepam  predominantly. 
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Prazepam  offers  some  pharmacokinetic  advantages  over 
diazepam  in  withdrawal  detoxification;  and  may  be  a logi- 
cal substitution  for  phenobarbital,  especially  considering 
its  pharmacologic  advantages  when  outpatient  treatment 
is  warranted  or  needed. 

RESUMEN 

Un  paciente  de  25  años  es  descrito  como  uno  con  una 
historia  de  5 años  de  abuso  con  diazapam  (hasta  1 00  mg. 
diarios).  Se  evaluó  y trató  para  un  síndrome  de  abstinencia 
de  diazapam  que  consistía  principalmente  de  la  poco  usual 
característica  de  hipersomnia.  Un  tratamiento  efectivo, 
como  paciente  ambulatorio,  fue  obtenido  mediante  la  dis- 
minución gradual  mayormente  de  prazapam  durante  un 
período  de  quince  días.  Varias  posibilidades  son  ofrecidas 
para  explicar  esta  reacción.  La  explicación  más  intere- 
sante de  este  hallazgo  es  el  trastorno  hipomaníaco  de 
personalidad  inducido  por  diazapam. 
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HEALTH  TIPS 

Home  Drug  Accidents 
Can  Be  Prevented 


Accidental  overdose, 
taking  the  wrong  medicine, 
and  poisoning  are  tragedies 
that  can  occur  when  medi- 
cines are  treated  carelessly 
in  the  home. 

When  medicine  is  taken 
correctly,  though,  the  ex- 
act dose  is  taken  at  the 
proper  time  under  condi- 
tions that  insure  against 
error.  Here  are  a few 
useful  guidelines  from 
the  American  Medical 
Association. 

Discuss  with  your  physi- 
cian any  medicines  pre- 
scribed for  you.  Be  sure 
you  understand  the  amount 
and  frequency  of  the  dose 
and  what  side  effects  you 
may  expect. 

Self-treatment  with 
over-the-counter  remedies 
can  be  effective  in  some  in- 
stances. However,  using 
these  preparations  without 
medical  supervision  can 
also  delay  correct  treat- 
ment or  even  aggravate  the 
condition  they  were  sup- 
posed to  treat. 

Never  give  a drug  pre- 
scribed for  you  to  another 


family  member  or  friend 
Never  take  medicine  pre- 
scribed for  someone  else. 

Keep  only  medicines 
currently  in  use.  Destroy 
old  prescriptions  because 
most  drugs  lose  potency 
with  the  passage  of  time. 
Some  drugs  may  undergo 
chemical  changes  that 
make  them  toxic. 

Read  the  label  in  a good 
light  before  opening  the 
bottle  or  box. 

If  you  have  more  than 
one  type  of  medicine  to 
take,  be  sure  one  container 
is  closed  before  opening 
the  other.  By  doing  so,  you 
can  avoid  confusion  and 
the  possibility  of  acciden- 
tally taking  more  than 
necessary. 

Keep  medicines  away 
from  the  bed.  Make  it 
necessary  to  get  up  to  take 
them.  Placing  drugs  and 
medicine  by  one’s  bed  is 
dangerous  because  an 
overdose  may  occur  if  the 
medication  is  accidentally 
repeated  while  a person  is 
sleepy. 

Keep  medicines  in  the 
original  labeled  container. 
If  you  carry  pills  in  a pock- 
et pill  box,  identify  each 
variety  of  pill  with  a label. 

Store  medicines  in  a 
cabinet,  preferably  locked, 
out  of  the  reach  of  children . 
Never  tell  a child  that 
medicine  is  candy. 
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ARTICULOS  ESPECIALES 


CHRONIC  BRAIN  SYNDROME  RECONSIDERED 


The  purpose  of  this  article  is  to  encourage  a thorough 
investigation  of  brain  function  for  the  formulation  of  a 
specific  etiological  diagnosis  and  the  replacement  of 
deceiving  terms  like  chronic  brain  syndrome,  dementia, 
and  senility. 

Age  structure  of  the  United  States  population  has  changed 
appreciably  in  the  las  decade.^  There  has  been  a constant 
increase  in  the  number  of  aged  and  a numerical  explosion 
of  the  old  old,  of  those  of  85  and  over.  We  are  witnes- 
ing  what  has  been  referred  to  as  "the  graying  of  America".^ 
As  the  elderly  population  increases,  medical  care  and  res- 
ponsibility increase  to  meet  the  needs.  A matter  of  major 
concern  is  disability  related  to  the  brain  function  deficits. 
Decline  in  intellectual  function  of  and  old  person  is  follow- 
ed by  increasing  difficulties  in  daily  routine  activities,  social 
isolation,  and  eventually  additional  medical  expenses. 

Too  often,  these  conditions  are  diagnosed  as  chronic 
brain  syndrome,  dementia,  or  senility,  without  adequate 
attempts  to  identify  more  specific  causes.^ 

Once  labeled,  a CBS  person  is  regarded  most  of  the 
time  as  incurable  or  untrainable  and  furtner  medical  inves- 
tigation, efforts,  treatments,  and  rehabilitation  are  consi- 
I dered  futile. 

This  condition  evolves  to  a point  where  the  family  can- 
not cope  further  with  the  care  of  this  person.  The  patient 
customarily  is  left  home  alone  or  committed  toan  institu- 
tion for  care  of  the  chronically  ill.^  The  nursing  homes  and 
skilled  nursing  facilities  are  necessary  and  fine  institutions 
but  they  do  not  include  a diagnostic  work-up  as  part  of 
their  program.  In  the  absence  of  proper  treatment,  further 
deterioration  of  the  patient  occurs.  About  half  of  the  popu- 
lation currently  in  nursing  homes  have  mental  confusion 

¡mislabeled  as  chronic  brain  syndrome,  dementia  or 
senility.^ 

The  extraordinary  impact  on  the  family  and  social  costs 
'I  have  attracted  major  attention.  As  a medical  and  social 
I;  necessity,  the  care  of  the  elderly  undergoes  and  approp- 
: riate  reconsideration.  Many  myths  regarding  geriatric  phy- 
jl  siology  and  its  specific  pathology  are  falling.  Among  them 
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are  old  interpretations  of  the  intellectual  function,  psycho- 
logical and  physical  aptitudes  in  elderly.  For  many  years,  it 
was  thought  that  declining  intellectual  ability  was  inevita- 
ble, consequence  of  growing  old. 

Decreasing  mental  status  abilities  and  behavior  person- 
ality disorders  have  been  included  in  such  chapters  like 
chronic  brain  syndrome,  senility,  and  dementia.  These 
terms  are  vague,  too  general,  deceiving  and  even  mislead- 
ing; they  have  little  clinical  utility  for  specific  diagnosis  or 
management. 

The  potentially  curable  causes  of  intellectual  deteriora- 
tion still  represent  one  of  the  most  overlooked,  treatable, 
medical  condition  in  America.''  The  modern  approach  in 
dealing  with  the  aging  population  demands  further  clarifi- 
cation of  these  syndromes.  The  social  roles  and  the  health 
of  the  elderly  have  become  very  widely  discussed  topics.^ 

In  former  times  where  there  was  little  that  could  be  done 
about  this  clinical  state,  no  great  value  was  attached  to 
diagnostic  work-up.  In  recent  years,  there  has  been  a 
renewed  interest  in  these  mental  syndromes.  Modern 
medicine  offers  the  means  of  proper  investigations  and 
treatment  of  many  of  these  conditions.  Vague  labels  are  no 
longer  accepted.  Now  it  is  possible  to  understand  many 
syndromes  and  to  assign  specific  patterns  of  personality, 
intellectual  and  physical  deficits  to  specific  causes.^  Well 
defined  pathological  entities  are  now  recognized  and  have 
been  differentiated  from  the  obscure  catch-all  category. 
Medical  and  surgical  treatment,  psychotherapy  and  reha- 
bilitation interventions  are  both  available  and  efficient. 
These  represent  significant  steps  in  trying  to  maintainand 
extend  the  harmonious  cohabitation  among  young  and 
elderly  in  the  family  structure.  Literature  and  experience 
bring  encouraging  results. 

It  is  well  known  that  the  aging  brain  can  function  ade- 
quately on  a borderline  until  some  event  precipitates  the 
decompensation  of  the  brain  function  and  different 
degrees  of  brain  failure  become  clinically  evident.^  The 
vulnerable  brain  has  been  compared  with  the  camel,  over- 
burdened by  each  load  of  stress,  worry,  obesity,  age  and 
illness.  The  last  straw  thrown  up  on  its  tottering  reserves 
causes  it  to  give  way  at  one  or  the  other  of  its  weakest 
points,  often  remote  from  the  apparent  source  of  trouble. 
The  straw  may  precipitate  the  breakdown.  Bearing  this  in 
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Chronic  Brain  Syndrome  Reconsidered 


mind,  we  should  approach  this  subject  with  due  caution 
and  avoid  making  snap  judgments.^ 

The  causes  of  these  syndromes  are  numerous  and  com- 
plex. The  clinical  forms  of  intellectual  decline  are  multiple, 
from  acute  to  subacute,  chronic,  recurrent  or  stabilized. 

So  called  chronic  brain  syndrome  represents  the  third 
most  frequent  cause  of  hospital  admissions  among  old 
patients  with  suspected  neurological  conditions.^  Increas- 
ingly, as  tne  number  of  elderly  rises,  the  physiatrist  is 
consulted  because  an  otherwise  healthy  person  begins  to 
lose  the  capacity  to  function  efficiently.® 

Over  a period  of  three  years  (1979-1981)  a hundred 
patients  hospitalized  at  the  University  of  Pennsylvania 
Hospital  referred  for  rehabilitation  consultation  were  eval- 
uated and  treated;  they  are  the  subject  of  this  study. 

Once  admitted  to  the  hospital,  several  steps  were  taken. 

1 . The  first  step  was  to  assess  and  confirm  the  degree 
of  mental  impairment. 

2.  The  second  step  was  to  assess  the  level  of  function 
in  activities  of  daily  living  including  ambulation,  ge- 
neral behavior  and  reliability  - assessment  of  ca- 
pacity. 

3.  The  third  step  was  to  identify  and  differentiate  the 
progressive,  so  called  essential,  primary  brain  func- 
tion deficit,  from  the  secondary  or  symptomatic  re- 
versible brain  dysfunction. 

4.  The  fourth  step  was  to  identify  specific  causes  and 
formulate  the  diagnosis. 

5.  The  fifth  step  was  to  provide  specific  treatments. 

In  nine  cases,  because  of  the  acuteness  of  events,  medi- 
cal or  surgical  treatment  was  applied  on  an  emergency 
basis  without  following  the  above  sequence  of  events. 

As  part  of  the  complete  investigation,  several  categories 
of  data  were  collected: 

— A reliable  history  of  illness  from  the  patient's  family 
or  relatives  with  emphasis  on  general  behavior,  per- 
sonal habits,  and  capacity  of  work. 

— A complete  physical  examination  including  neuro- 
logical and'psychiatric  evaluation. 

— Special  laboratory  and  radiological  data,  LP,  EEG, 
CAT  scan,  angiogram,  pneumoencephalography, 
cerebral  blood  flow. 

— Physiatric  evaluation  and  programs  in  PT,  OT,  ST 
were  carried  out. 

The  interview  was  conducted  in  a special  manner.^  Only 
after  better  understanding  of  the  patient's  background, 
culture,  occupation,  specific  questions  were  formulated. 
These  questions  were  presented  in  a very  simple  and  clear 
way;  repeated  slowly  with  waiting  time  for  answers;  a new 
question  was  presented  only  after  some  kind  of  answer  for 
the  previous  one  was  obtained.  The  bombardment  with 
sophisticated  or  puzzling  questions  at  the  high  frequency 
without  waiting  for  an  answer  was  avoided.  The  beginning 
of  the  interview  focused  on  aspects  related  to  day-to-day 
activities,  patient's  environment  and  occupation,  as  menti- 
oned by  the  matient  or  known  from  the  social  evaluation. 
The  stereotype  questions,  names  of  political  figures, 
events,  or  geographical  data  were  left  for  the  end  of  the 
questionnaire  as  the  patient's  performance  progressed.  In 
other  words,  and  individualized  approach  was  regarded  as 
essential.®  Combination  of  knowledge  with  tender  loving 
care  and  patience  was  part  of  the  program. 

To  ensure  that  no  treatable  cause  of  mental  status 
impairment  is  overlooked,  a wide  array  of  differential  diag- 


noses were  considered.  Certain  common  features  found 
in  the  history  of  those  patients  are  mentioned  because 
they  are  significant;  some  of  them  are  the  symbols  of  an 
attitude  in  the  process  of  changing.^ 

1.  These  conditions  were  clinically  diagnosed  as 
chronic  brain  syndrome;  no  active  diagnostic  work- 
up or  treatment  was  recommended. 

2.  Families  had  been  advised  that  worsening  condi- 
tion is  an  inevitable  event  in  the  elderly  population 
and  must  be  accepted. 

3.  The  reason  for  admission  in  the  hospital  was  more 
social  than  medical,  as  gradually  family  or  friends 
found  it  more  and  more  difficult  to  live  with  and 
cope  with  a person  otherwise,  until  recently,  in 
good  health  and  independent  in  self-care. 

4.  Hospitalization  of  this  group  of  patients  represents 
the  lucky  option  of  a dilema:  a last  chance  for 
further  medical  investigation  before  placement  in  a 
nursing  home. 

From  the  analysis  of  these  cases  now  presented,  differ- 
ent types  of  onset,  evolution,  duration,  and  clinical  forms 
can  be  recognized. 

Onset: 

1 . Progressive 

2.  Sudden 
Evolution: 

1.  Continue 

— Progressive 
— Remissions 

2.  Stationary 

Duration:  1 year  - 2 months 
Average  hospitalization:  28  days 
In  the  clinical  history  of  these  patients  there  was  either 
mental  status  decline,  behavior  change^,  emotional  dis- 
orders, or  a combination  of  these;  example: 

Mental  Status:  Poor  memory,  attention,  judgment, 
orientation. 

Behavior  Changes:  Irritability,  unreliability,  and  care- 
lessness. 

Emotional:  Hostility,  depression,  apathy. 

All  of  these  changes  were  associated  with  different 
degrees  of  physical  impairment  such  as: 

Motor  Disturbances: 

Muscle  weakness 
Incoordination 

Gait  abnormalities  (ataxic  gait,  hemiparetic  gait,  gait  a 
"petit  pas") 

Movement  disorders 

Communication  Disorders:  dysarthria,  aphasia 
Sphincter  Incontinence: 

Weight  Changes:  loss  more  than  gain 
The  precipitating  circumstances  for  mental  deteriora- 
tion appear  to  be  stress  related  to  changes  in  environment, 
decreasing  income,  loss  of  relatives  or  friends,  falls,  acute 
illness,  common  colds.® 

Out  of  1 00  patients,  60  were  males  and  32  females;  age 
ranged  from  58  to  94-years;  18  patients  were  diagnosed 
as  having  Alzheimer's  disease,  and  the  remaining  number 
of  patients  were  regarded  as  secondary  or  symptomatic 
and  were  ascribed  to  different  specific  causes  such  as: 
Medical  Factors: 

Metabolic  decompensation: 

Dehydration 
Chronic  renal  failure 
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Hepatic  failure 
Uncontrolled  diabetes 
Cardiovascular; 

Congestive  heart  failure 
A-V  block 
Nutritional  Deficits; 

G1:  Ulcers  (duodenal,  gastric) 

Cancer 

Small  bowel  syndrome 
Endocrinopathy; 

Myxedema 
Blood  Condition: 

Anemia 

Medication; 

Tranquilizers 

Sedation 

Anticonvulsants 

Neurological  Factors; 

Subdural  hematoma 
Meningioma 

Brain  tumor 
Hydrocephalus 
Stroke 

This  list  of  etiological  factors  of  these  mental  conditions 
represents  the  most  common  examples. 

DISCUSSION 

Specific  causes  were  identified.  The  terms  chronic  brain 
syndrome  or  dementia  were  not  mentioned  because  they 
were  considered  irrelevant,  groundless  and  obsolete,  and 
I they  were  successfully  replaced  with  specific  diagnoses. 

Diagnoses  like  there  were  formulated:  traumatic, 
chronic  subdural  hematoma  with  right  hemiparesis  and 
aphasia;  frontal  lobe  syndrome;  normal  pressure  hydroce- 
phalus; overdose  of  medication;  myxedema  with  psychom- 
otor disorders;  congestive  heart  failures,  A-V  block  with 
chronic  secondary  encephalopathy. 

1 Specific  treatments,  medical,  surgical  and  rehabilitation 
were  applied:  correction  of  electrolyte  imbalance;  determi- 
nation of  therapeutic  level  of  medication  - (convulsive  dis- 
orders, diabetes  mellitus);  correction  of  anemia  and 
metabolic  diseases;  spectacular  recovery  within  28-48 
hours,  of  orientation,  judgment  and  ambulation  was 
noticed  following  removal  of  subdural  hematoma  and 
jshunting  of  hydrocephalus. 

1 All  patients  received  an  individualized  and  specific  reha- 
jbilitation  prograrn  during  their  hospitalization.  Mental  syn- 
Idromes  are  recognized  as  being  associated  with  poor 
: rehabilitation  outcome.  However,  even  those  with  unfa- 
ivorable  prognostic  signs,  significantly  improved  with  spe- 


cific rehabilitation  program.® 

Level  of  Function  at  the  Time  of  Admission: 
Self  care  independent;  26% 

Ambulatory:  38% 

Level  of  Function  at  the  Time  of  Discharge; 
Self  care  independent:  60% 

Ambulatory:  70% 


habilitation  and  were  discharged  home.  They  were  res- 
tored to  their  previous  position  in  their  family  with 
inherent  dignity  to  any  human  being. 

A new  and  positive  attitude  should  be  taken  in  the  man- 
agement of  this  condition.^  Diagnosis  must  be  accurate  if 
treatment  is  to  give  the  patient  the  best  chance  of  recov- 
eryThe  aura  of  pessimism  concerning  treatment  that  has 
prevailed  for  too  long  can  now  be  dispelled  with  the  thera- 
peutic program  available. 

The  reconsideration  of  the  chronic  brain  syndrome  is 
justified. 
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"THAT  ONE'S  MY  LAWNMOWER  WARRANTY.  I PUT  IT 
UP  TO  SEE  IF  ANYONE  REALLY  NOTICES." 


CONCLUSIONS 

These  hundred  patients,  before  admission  to  the  hos- 
pital, were  considered  candidates  for  transfer  to  a nursing 
home.  After  diagnostic  work-ups  78  responded  dramat- 
ically to  appropriate  treatment  including  continued  re- 
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JBO  es  un  niño  de  3 años  con  historial  de  soplo  cardiaco 
desde  los  2 meses  de  edad.  N unca  ha  tenido  síntomas  que 
sugieran  fallo  cardíaco  ni  signos  de  cianosis  o episodios 
hipóxicos.  Su  crecimiento  y desarrollo  son  normales  y la 
tolerancia  al  ejercicio  excelente. 

Al  examen  físico  se  aprecia  un  niño  bien  nutrido,  sin 
cianosis,  con  signos  vitales  normales.  Se  observa  un  pre- 
cordio  tranquilo  con  accesibilidad  ventricular  a lo  largo  del 
reborde  esternal  izquierdo  a nivel  del  4-5  espacio  intercos- 
tal. No  hay  frémito  y se  aprecia  un  soplo  sistólico-eyectivo, 
rudo,  grado  3/6  que  se  oye  mejor  en  los  espacios  intercos- 
tales 2 y 3 con  irradiación  a la  espalda.  Hay  un  sonido  de 
eyección  temprano  en  sístole  a lo  largo  del  reborde  ester- 
nal izquierdo.  El  Si  es  normal,  y el  componente  pulmonar 
(P2)  del  segundo  sonido  está  disminuido  en  intensidad.  No 
hay  visceromegalia,  y los  pulsos  periféricos  son  normales 
al  igual  que  el  resto  del  examen  físico. 


La  radiografía  de  tórax  demuestra  una  silueta  cardíaca 
de  configuración  y tamaño  normal.  La  vascularidad  pulmo- 
nar está  normal.  El  electrocardiograma  del  niño  se  ilustra 
a continuación; 


>; 
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El  trazado  electorcadiográfico  revela: 

a)  arritmia  sinusal 

b)  hipertrofia  ventricular  derecha 

c)  hipertrofia  ventricular  combinada 

d)  hipertrofia  biatrial 

e)  isquemia  del  miocardio 

RESPUESTA 

b)  Hipertrofia  ventricular  derecha. 

DISCUSION 

Los  principios  electrofisiológicos  de  hipertrofia  han  sido 
discutidos  brevemente  en  nuestro  número  anterior.’ 

Los  criterios  electrocardiográficos  más  aceptados  para 
la  determinación  de  hipertrofia  ventricular  derecha  (HVD) 
en  Pediatría  son  los  siguientes: 

1 ) Ondas  R elevadas  en  las  derivaciones  precordiales 
derechas: 

— neonato:  onda  R mayor  de  1 5 mm 

— 2 a 12  meses:  onda  R mayor  de  '•O  mm 

— 1 a 5 años:  onda  R mayor  de  8 mm 

— 6 a 12  años:  onda  R mayor  de  6 mm 

2)  Onda  S mayor  de  6 mm  en  Ve  (excepto  en  el  neonato) 

3)  Onda  O en  los  precorodiales  derechos 

4)  Ondas  T positivas  en  los  precordiales  derechos  des- 
pués de  una  semana  de  edad. 

Otros  hallazgos  sugestivos  de  HVD  lo  son  la  presencia 
de  un  complejo  rSR'  en  las  derivaciones  precordiales  dere- 
chas (si  la  duración  del  mismo  no  excede  0.08  see.)  y la 
presencia  de  un  eje  de  QRS  desviado  a la  derecha  (mayor 
de  +120°). 

ANALISIS  DEL  TRAZADO 

En  el  trazado  que  ilustramos  podemos  comprobar  que 
se  reúnen  todos  los  criterios  electrocardiográficos  para  la 
determinación  de  HVD  con  la  excepción  de  la  onda  Q en 
los  precordiales  derechos  y los  cambios  en  la  onda  T.  Estos 
hallazgos  están  presentes  en  casos  de  HVD  severa. 
Cuando  la  onda  T está  positiva  en  los  precordiales  dere- 
chos se  dice  que  hay  un  "patrón  de  esfuerzo"  derecho. 
Se  pueden  describir  dos  tipos  o patrones  de  HVD: 

1)  patrón  de  sobercarga  sistólica:  hay  una  onda  R 
amplia  en  las  derivaciones  precordiales  derechas 
con  una  muesca  en  la  porción  inicial  de  la  onda  R 
(complejo  rR  ) y QRS  de  0.04  0.06  see.  de  duración. 
Este  tipo  de  HVD  es  el  que  suele  encontrarse  en  las 
lesiones  obstructivas  del  lado  derecho  y el  que  pode- 
mos ver  en  el  trazado  que  se  ilustra. 

2)  patrón  de  sobrecarga  diastólica:  HVD  donde  en  las 
derivaciones  precordiales  hay  complejos  del  tipo 
rSR'  y la  duración  del  QRS  suele  ser  de  0.08  a 0.10 
see.  Este  tipo  de  HVD  es  el  que  está  presente  en  las 
comunicaciones  interatriales  y retorno  venoso 
anómalo. 

El  caso  que  presentamos  en  este  número  tenía  una 
estenosis  pulmonar  valvular  severa,  la  cual  pudo  confir- 
marse por  cateterismo  cardíaco  y cineangiocardiografía. 
En  el  acto  operatorio  se  encontró  una  válvula  pulmonar 
sngrosada,  con  deformidad  en  forma  de  cúpula  ("dome- 
shaped").  Se  le  practicó  una  valvulotomía  con  resultado 
excelente. 


CAUSAS  DE  HVD 

En  Pediatría  la  HVD  suele  estar  presente  en  las  siguien- 
tes condiciones: 

1 ) estenosis  pulmonar 

2)  tetralogía  de  Fallot 

3)  comunicación  interatrial 

4)  coartación  de  aorta  (tipo  infantil  o hipoplasia 
tubular) 

5)  transposición  de  las  grandes  arterias 

6)  retorno  venoso  anómalo 

7)  tronco  arterioso  persistente 

8)  hipertensión  pulmonar  primaria 

9)  sindrome  de  hipoplasia  izquierda 

1 0)  cor  pulmonale 
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TRANSORAL  ODONTOIDECTOMY. 

Brau,  R.H.,  S<;cción  de  Neurocirugía,  Escuela  de  Medicina, 
Universidad  de  Puerto  Rico 
Two  patients  with  low  brainstem  compression  secón 
dary  to  basila ' are  presented  The  clinical  picture,  diagnos- 
tic procedure,  surgical  method  (involving  a microsurgical 
technic)  and  outcome  are  discussed 

LYMPHOCYTIC  INTERSTITIAL  PNEUMONIA. 

Velázquez,  J r López,  E ; Colón,  L.;  Departamento  de  Pato- 
logía. Escuela  de  Medicina,  Universidad  de  Puerto  Rico, 

Lymphocytic  interstitial  pneumonia,  first  described  by 
Carrington  and  Riebow  in  1966  is  a term  used  for  diffuse 
interstitial  infiltration  of  the  lung  consisting  predominantly 
of  a polymorphic  mixture  of  mature  lymphocytes  and 
plasma  cells:  this  infiltration  encloses  bronchioles  and 
arteries  and  it  tends  to  be  particularly  extensive  in  the 
interlobular  ;epta  This  infiltrate  of  lymphocytes  usually 
lacks  true  ge'minal  centers  and  there  is  absence  of  lymph 
node  and  extrapulmonary  involvement 

We  have  to  make  a differential  diagnosis  between  this 
entity  and  the  following:  Wegener's  granulomatosis,  lym- 
phomatoid  c ranulomatosis,  lymphoma  and  pseudolym- 
phoma 

DIASTEMATOMYELIA. 

Brau,  R H.,  Maldonado,  J.;  Sección  de  Neurocirugía,  Es- 
cuela de  Meiiicina,  Universidad  de  Puerto  Rico. 

A senes  of  ten  patients  with  diastematomyelia  recently 
treated  at  the  Children's  Hospital  of  Puerto  Rico  are  pres- 
ented Attention  has  been  given  to  clinical  presentation, 
diagnostic  procedure,  surgical  alternatives  and  outcome  of 
this  condition . 

ELEVEN  CASES  OF  NEUROBLASTOMA 
FOLLOWED  WITH  THE  MADDOC  PROTOCOL:  A 
REVIEW. 

Alvarez,  O.;  Clavell,  L A,,  Hospital  Universitario  de  Niños, 
Centro  Médico  de  Puerto  Rico. 

Eleven  cases  of  neuroblastoma  seen  at  our  instituion 
from  August  1 980  to  December  1 981  were  revised  retro- 
spectively in  order  to  assess  state  of  disease  and  value  of 
management.  Everyone  was  entered  on  MADDOC  pro- 
tocol (combined  chemotherapy  with  cyclophosphamide, 
cis-platinum,  vincristine,  adriamycin,  and  DTIC.)  Good 
prognostic  factors  were  similar  to  previous  studies,  eg, 
young  age,  SJtage  IV-S,  well  differentiated  tumor.  Even 
though  follow-up  is  short,  disease-free  survival  is  better 
than  reported  in  other  series. 


PATRON  MAMOGRAFICO  DEL  SENO 
OPUESTO  EN  PACIENTES  CON  CARCINOMA 
DE  MAMA  —EXPERIENCIA  CMPR  1980-82. 

Marqués,  B.J.,  Director  División  de  Mamografía  CMPR. 

El  patrón  mamográfico  del  seno  opuesto  en  150  mu- 
jeres con  carcinoma  de  la  mama  fue  evaluado  y anali- 
zado. La  prevalencia  de  los  diferentes  patrones  de  Wolle 
(P-1,  P-2,  N-1,  DY)  en  estas  mujeres  se  presenta  y el 
valor  predictivo  de  este  patrón  como  factor  de  riesgo  y 
como  determinante  de  frecuencia  de  estudios  de  segui- 
miento se  discute  llegándose  a conclusiones  y recomen- 
daciones en  base  a esta  experiencia  acumulada  e infor- 
mada por  primera  vez  en  un  grupo  de  mujeres 
puertorriqueñas. 

ELECTROMIOGRAPHY  AND  NERVE  ; 

CONDUCTION  VELOCITIES  IN  CIGUATERA  j 

Dieppa  J.E.,  Department  of  Physical  Medicine  and  Reha-  j 
bilitation.  University  of  Puerto  Rico  Medical  School.  \ 

Ciguatera  fish  poisoning  constitutes  food  poisoning 
problem  in  tropical  areas  of  the  world.  In  1981  several 
cases  of  ciguatera  poisoning  were  reported  in  Puerto  Rico 
causing  alarm  in  the  population  Electromyograms  in  other 
studies  have  been  reported  as  normal.  In  our  study  elec- 
tromyogram and  nerve  conduction  velocities  were  per- 
formed in  two  (2)  patients. 

A review  of  the  literature  and  our  methods  and  find- 
ings wil  be  discussed. 

EXPERIENCIA  CON  LA  MAMOGRAFIA  EN  EL 
HOSPITAL  UNIVERSITARIO  DE  1980  A 1982.  , 

Marqués,  B.J.,  Director  División  de  Mamografía,  Centro 
Médico  de  Puerto  Rico. 

La  experiencia  con  1 200  mamografías  referidas  por  la 
Clínica  de  Tumores  y la  Clínica  de  Enfermedades  de  la 
Mama  del  Hospital  Universitario  de  Agosto  de  1980  a 
Mayo  de  1982  es  analizada  y presentada  con  énfasis 
particular  a los  casos  sometidos  a biopsia  y/o  mastecto- 
mía.  La  correlación  mamográfico-patológica  en  estos  se 
presenta  analizándose  el  grado  de  acierto  en  el  diagnós- 
tico por  mamografía.  El  estadio  de  las  lesiones  malignas 
diagnosticadas  se  presenta  y se  contrasta  el  mismo  con 
la  data  reportada  anteriormente  en  este  mismo  centro 
estableciéndose  el  valor  de  la  mamografía  en  la  detec- 
ción del  cáncer  de  mama  en  esta  facilidad. 

MEDICINA  FAMILIAR:  SALUD  PARA  TODOS  I 
EN  EL  AÑO  2000.  I 

Stubbe,  H.G.,  Departamento  de  Medicina  de  Familia,  Es-j 
cuela  de  Medicina,  Universidad  de  Puerto  Rico.  | 

Durante  las  últimas  décadas,  se  ha  evidenciado  una 
explosión  de  conocimientos  y avances  tecnológicos  en 
el  campo  de  la  medicina.  Sin  embargo,  este  progreso  no 
ha  influenciado  significativamente  la  salud  de  los  pue- 
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blos  porque  no  se  ha  mejorado  el  cuido  de  salud  a nivel 
primario.  Percatándose  de  esta  realidad,  todos  los  paí- 
; ses  del  mundo  se  unieron  en  la  Declaración  de  Alma  Ata 
' (URSS)  que  en  efecto  los  compromete  a desarrollar  un 
cuidado  de  salud  primario  para  poder  alcanzar  "la  salud  de 
todos  para  el  año  2000". 

Las  naciones  que  están  tratando  de  desarrollar  un 
I cuidado  de  salud  primario  que  impacte  en  la  salud  de  su 
gente  se  han  encontrado  con  un  número  de  problemas 
I similares  que  lo  retrasan.  En  mi  presentación  resumiré 
estos  problemas  y presentaré  el  modelo  de  Medicina  Fa- 
miliar de  la  Universidad  de  Puerto  Rico  como  una  alterna- 
tiva para  superar  estos  problemas. 

DENGUE  TYPE  4 INFECTION: 

HEPATITIS  AND  BLEEDING  MANIFESTATIONS 

N Hernández,  C.H.  Ronda,  D.  Gubler,  and  G.  Sather, 
Infectious  Disease  Program,  VA  Hospital  and 
Univ.  of  Puerto  Rico  School  of  Medicine,  and  San  Juan 
Laboratories,  CDC,  San  Juan,  Puerto  Rico. 

, The  clinical  manifestations  including  evaluation  of 
renal,  liver  and  hematologic  parameters  of  40  patients 
diagnosed  as  having  dengue  in  Puerto  Rico  during  a period 
of  6 months  in  1981-82,  were  studied.  Patients  were 
I studied  longitudinally  and  serial  evaluations  of  the  above 
parameters,  serologic  and  viral  studies  were  performed 

■ Dengue  was  confirmed  serologically  in  69%  of  the  cases, 
20%  were  primary  dengue  and  80%  were  secondary 

I dengue  There  were  9 females  and  31  male  patients  The 
I age  ranged  from  1 5 to  78  years  with  a mean  of  39. Byears, 

P Clinical  dengue  was  suspected  when  the  patient  pres- 
ented fever  and  or  chills,  musculoskeletal  aches  and  was 
|i  confirmed  by  serology  The  most  frequent  clinical  manifes- 

■ tations  recorded  were  fever,  chills,  headaches,  retroorbital 
''  pain,  arthralgia,  myalgia,  postration  and  anorexia.  A 
j,  blanching,  maculopapular  rash  was  seen  in  75%  of  the 
ii  cases  and  conjunctivitis  in  27%  of  the  cases.  Bleeding 
I manifestations  including  gyngival  bleeding,  hematuria, 
j epistaxis,  melena,  hematemesis,  hematochezia  and  vagi- 
nal bleeding  was  seen  in  43%  of  the  patients  Hospitaliza- 

' tion  was  required  in  15%  of  the  patients.  Reasons  for 
hospitalization  included  bleeding,  shock,  bradycardia,  and 
a clinical  picture  of  encephalitis  Leukopenia  (^5000  per 
cu  mm)  was  seen  in  65%  of  cases;  thrombocytopenia  of 
less  than  150,000  per  cu  mm  in  25%  of  the  cases  and  of 
less  than  1 00,000  per  cu  mm  in  1 8%  of  the  cases.  Eleva- 
tion of  liver  function  test  was  seen  in  73%  of  the  cases 
j (SCOT),  55%  of  the  cases  (SGPT)  and  in  63%  of  the  cases 
i (LDH)  Virus  isolation  done  in  patients  with  primary 
dengue  confirmed  dengue  type  4 in  1 00%  of  the  cases  In 
■conclusion  during  the  first  epidemic  of  denguetype4virus 
infection  in  Puerto  Rico  the  following  manifestations  were 
found  More  patients  required  hospitalization  for  bleeding, 
shock,  severe  bradycardia,  and  CNS  manifestations  were 
seen  compared  to  previous  epidemics  In  addition  to  the 
leukopenia  and  thrombocytopenia  we  have  seen  in  pre- 
vios epidemics,  alterations  of  liver  function  tests  compati- 
ble with  hepatitis  of  transient  nature  were  observed.  The 
manifestations  of  dengue  in  Puerto  Rico  are  changing  and 
developing  similarities  to  the  ones  seen  in  Southeast  Asia 
This  may  be  related  to  the  fact  that  we  have  now  the  four 
dengue  viruses  in  the  island 


TREATMENT  OF  ADVANCED  HEAD  AND 
NECK  SQUAMOUS  CELL  CARCINOMA 

E.  Pacheco  and  E.  Vélez-García.  Hematology-Oncology 
Section,  University  Hospital,  U.P.R.  School  of  Medicine, 
Puerto  Rico  Medical  Center 

Methotrexate  is  the  most  widely  used  drug  in  the 
treatment  of  advanced  head  and  neck  squamous  cell 
cancer.  In  the  past  5 years  improved  results  have  been 
obtained  using  intermediate  and  massive  doses  of  Metho- 
trexate followed  24  to  36  hours  later  byfolinicacid  rescue. 

Recent  studies  of  combination  chemotherapy  in 
murine  tumor  cells  have  demostrated  a sequence  depend- 
ent cell  kill  effect  of  Methotrexate  and  5 fluorouracil  with- 
out enhanced  toxicity  to  normal  tissies.  Although, 
experience  with  this  schedule  is  limited  at  the  present 
time,  investigators  elsewhere  have  used  this  combintation 
in  the  treatment  of  head  and  neck  cancer  with  an  overall 
response  rate  of  40-50%. 

We  have  started  a pilot  study  for  the  treatment  of 
advanced  head  and  neck  squamous  cell  carcinoma  con- 
sisting of  intermediate  doses  of  Methotrexate 
(250mg/M^)  followed  an  hour  later  by  5 fluorouracil 
(600mg,'  M^)  and  leucovorin  rescue  starting  24  hours  after 
the  Methotrexate  administration.  The  treatment  was 
repeated  every  week  for  6 we^eks  after  which  an  evalua- 
tion of  response  was  performed. 

Twenty  cases  have  been  treated  with  this  regimen  so 
far.  Results  will  be  presented  including  response,  duration 
of  response,  toxicity  and  survival  statistics. 


PRESERVACION  DE  FUNCION  PITUITARIA 
POSTERIOR  LUEGO  DE  REMOCION  DE 
CARNIOFARINGIOMA  EN  NINOS 

Carro  E.,  Guzmán-López  L.,  Ortiz  H.J.,  Rifkinson  N.,  Doc- 
tor's Hospital  y Sección  de  Neurocirugía,  Escuela  de  Medi- 
cina, Universidad  de  Puerto  Rico 

La  preservación  de  función  hormonal  después  de  pro- 
cedimientos intraglandulares  pituitáricos  es  posible  hoy 
en  día  gracias  a la  microneurocirugía.  Sin  embargo  la 
preservación  de  función  pituitárica  posterior  no  se  reco- 
noce como  un  objetivo  conseguible  en  cirugía  para  cranio- 
faringiomas.  Nuestra  experiencia  reciente  en  el  manejo  de 
craniofaringlomas  en  niños  nos  lleva  a hacer  de  conoci- 
miento público  el  siguiente  caso:  El  paciente  de  cuatro 
años  y medio,  se  presentó  con  un  cuadro  de  pérdida  de 
visión  por  el  ojo  derecho,  retardo  de  crecimiento  somático, 
atrofia  óptica  derecha,  agrandamiento  de  silla  turca  y cal- 
cificación suprasellar.  La  tomografía  cranial  computari- 
zada  reveló  lesión  cístiea  suprasellar  con  calcificaciones. 
Las  pruebas  complementarias  revelaron:  gravedad  espe- 
cífica de  orina  1 024  prolactina  0 68  nanogramos  por  mili- 
litro, hormona  de  crecimiento  82  miligramos  % y cortisol 
plasmático  19  4 nanogramo  por  decilitro.  En  marzo  26, 
1982  usando  técnicas  microneuroquirúrgicas  se  llevó  a 
cabo  remoción  radical  del  tumor,  el  tallo  de  la  pituitaria  fue 
seccionado  donde  entraba  el  tumor.  En  el  período  postope- 
ratorio se  hizo  la  prueba  de  privación  de  agua  que  reveló 
buena  reserva  de  hormona  antidiurética  y tomografía  cra- 
nial de  control  no  reveló  tumor  residual. 
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EFFECT  OF  COMBINATION  OF 
UREIDOPENICILLINS  WITH  AMIKACIN 
AGAINST  BACTEREMIC  STRAINS 

Z.  Fuxench-Chiesa,  J.  Rodriguez,  MD,  N.  Hernández, 

M.  Nevárez,  MT,  and  C.  H.  Ramirez-Ronda,  Infectious 
Disease  Program,  VA  Hospital  and  Univ.  of  Puerto 
Rico  School  of  Medicine,  San  Juan,  Puerto  Rico 

The  possible  synergistic  effect  of  amikacin  (AK)  com- 
bined with  four  ureidopenicillins:  piperacillin  (PIP),  ticarcil- 
lin  (T),  aziocillin  (AZ)and  mezlocillin  (MZ),  was  tested  using 
a broth  dilution  checkerboard  assay.  Ninety-nine  bacte- 
remic  strains  were  studied  including  20  P.  aeruginosa 
(PA),  20  Serratia  (SE),  19  £.  coH  (EC),  5 Proteus  (P),  5 P 
stuartii  (PS),  3 C.  diversas  (CD),3  E.  cloacae  (EnC)  and  4 
Aeromonas  (Ae).  Fifty  percent  of  these  strains  were  genta- 
micin resistant  (^  1 G/v/ml).  Synergism  (S)  was  defined  as 
fourfold  decrease  of  the  MIC  of  each  antibiotic  in  the 
combination  and  partial  synergism  (PS)  as  a fourfold 
decrease  of  the  MIC  of  one  of  the  antibiotics  in  the  combi- 
nation. Antagonism  (A)  and  partial  antagoism  (P  An)  was 
defined  as  the  reverse.  S or  PS  was  found  in  50%  or  more 
of  the  PA  and  EC  strains  with  all  of  the  antibiotic  combina- 
tions studied.  The  most  synergistic  combination  was  PIP- 
AK  present  in  80%  of  these  strains.  P An  was  present  in 
30%  of  the  PA  strains  with  the  MZ-AK  combination.  For  KP, 
S or  PS  was  found  with  the  PIP-AK  and  MZ-AK  combina- 
tions (62%  and  48%  respectively).  P An  was  present  in  less 
than  30%  of  the  strains  with  T-AK  and  AZ-AK  combina- 
tions. One  hundred  percent  of  the  SE  strains  had  S or  PS 
with  the  PIP-AK  and  MZ  combinations.  Eighty-five  present 
of  the  strains  showed  PS  with  the  AZ-AK  combination  and 
45%  with  the  T-AK  combinations.  P An  was  present  in 
30%  of  these  strains  with  the  T-AK  combination.  S or  PS 
was  found  in  more  than  50%  of  the  P,  PS,  CD,  EnC  and  Ae 
strains  against  the  four  antibiotic  combinations  tested.  No 
A or  P An  was  present  with  these  strains.  S or  PS  was 
present  in  50%  of  all  the  organisms  tested  against  the  four 
antibiotic  combinations  except  for  KP  in  which  no  S or  PS 
was  observed  with  the  T-AK  and  AZ-AK  combination.  The 
ureidopenicillins-AK  combination  may  offer  advantages 
over  present  combination  for  the  treatment  of  hospitalized 
patients  with  serious  gram-negative  sepsis  including  gen- 
tamicin resistant  organisms.  Clinical  trials  would  be  of 
interest. 

ESTUDIO  EPIDEMIOLOGICO  DE 

TUMORES  Y MALFORMACIONES 

CONGENITAS  DEL  SISTEMA  NERVIOSO 

Román-Franco  A.,  Ortiz  H.J.,  Rifkinson  N.  Centro  Integral 
de  Cáncer  y Sección  de  Neurocirugía,  Escuela  de 
Medicina,  U.P.R. 

Se  llevó  a cabo  un  estudio  detallado  de  la  incidencia 
regional  de  tumores  primarios  del  sistema  nervioso  en 
niños  y adultos  utilizando  el  registro  central  de  tumores. 
Un  estudio  similar  de  las  malformaciones  congénitas  del 
sistema  nervioso  fue  posible  gracias  a las  facilidades  de 
registro  del  programa  de  Niños  Lisiados  y la  sub-secretaría 
auxiliar  de  Madres  y Niños  del  Departamento  de  Salud.  El 
análisis  combinado  de  ambas  series  de  pacientes  reveló 
ciertos  hallazgos  interesantísimos  que  tienen  que  ver  con 
la  posibilidad  de  transmisión  genética  en  algunos  tipos  de 


tumores  del  sistema  nervioso  y su  probable  asociación  con 
defectos  de  cierre  del  tubo  neural.  Los  hemangioblasto- 
mas cerebelosos  y los  tumores  asociados  a la  neurofibro- 
matosis son  ejemplos  clásicos  de  lesiones  asociadas  a 
facomatoses  hereditarias, 

CHRONIC  LYMPHOCYTIC  LEUKEMIA  (CLL): 

A STUDY  OF  21  PATIENTS  AND  REVIEW  \ 

OF  THE  LITERATURE  \ 

Martinez-Poventud,  G.,  Pradera,  J.,  Vélez-García.  El 
Hematology-Oncology  Section,  University  District 
Hospital,  School  of  Medicine  , U.P.R. 

Chronic  Lymphocytic  Leukemia  is  a disease  of  the 
elderly  and  has  a variable  clinical  course  with  a median 
survival  of  5 years.  Although  it  is  the  commonest  type  of 
leukemia  in  the  western  hemisphere,  only  21  patients 
with  CLL  were  diagnosed  and/or  follow-up  at  the  Univer- 
sity District  Hospital  during  the  las  1 2 years.  The  analysis 
of  the  clinical  presentation,  laboratory  findings,  clinical 
course,  and  response  to  chemotherapy  of  these  patients 
form  the  basis  of  this  report.  Most  of  the  patients  studied 
were  Caucasians,  with  a mean  age  of  58  years  and  a male 
to  female  predominace  of  4:3.  The  clinical  staging  was 
performed  according  to  the  Rai  Prognostic  Scheme  and 
over  45%  of  the  patients  were  in  stage  III  or  IV  at  the  time  of 
diagnosis.  The  laboratory  evaluation  revealed  a low  inci- 
dence of  Coomb's  positive  hemolytic  anemia  (4.8%)  and 
the  serum  protein  electrophoresis  studies  performed 
revealed  hypogammaglobulinemia  in  53%  of  the  cases. 
Only  one  patient  had  an  additional  primary  malignant 
tumor.  8 patients  required  treatment  with  chemothera- 
peutic agents.  The  data  related  to  response  to  chemother- 
apy and  survival  rate  will  be  discussed.  A review  of  the 
literature  regarding  the  clinical  management  of  CLL  will 
also  be  presented. 

MULTIPLE  MYELOMA:  CLINICAL 
EVALUATION  OF  233  PATIENTS  AT  THE 
HEMATOLOGY-MEDICAL  ONCOLOGY  SECTION 
OF  THE  UNIVERSITY  DISTRICT  HOSPITAL 
OF  PUERTO  RICO 

Espiet,  J.,  Figueroa  Casas,  J.L.,  Sánchez  N., 

Vélez  -García,  E.,  MD,  Hematology-Medical 
Oncology  Section,  University  District  Hospital, 

School  of  Medicine,  Puerto  Rico  Medical  Center 

We  have  reviewed  233  multiple  myeloma  patients 
seen  at  the  Hematology  Medical  Oncology  Section  of  the 
University  District  Hospital  of  Puerto  Rico  from  1 970  to 
1982.  Serum  protein  electrophoresis  demostrated  a 
monoclonal  IgG  component  in  70%  of  the  patients  and  a 
monoclonal  IgA  component  in  29%  of  the  patients,  less 
than  0.5%  of  the  patients  did  not  have  monoclonal  compo- 
nent in  the  serum  or  urine.  Bence  Jones  protein  was 
detected  in  the  urine  of  40%  of  the  patients.  Using  the 
staging  system  described  by  Salmon  and  associates  on 
diagnosis,  55%  of  the  patients  had  a high  tumor  mass 
(<1.2  X 10^^  myeloma  cells  x M^),  20%  had  an  interme- 
diate tumor  mass  (0.6- 1 .2  X 1 0^^  myeloma  cells  X M2),  and 
25%  had  a low  tumor  mass  (<0.6  x 10’^  myeloma  cells  X 
M2).  The  most  common  finding  on  the  skeletal  survey  were 
osteolytic  lesions,  seen  in  70%  of  the  patients  on  diagno- 
sis. Specific  therapy  has  shown  to  increase  survival,  and  to 
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provide  for  a better  quality  of  life.  Several  chemotherapeu- 
tic regimen  where  used;  including,  alkeran  and  predni- 
sone; cyclophosphamide,  vincristine,  BCNU  and 
prednisone;  and  will  be  the  subject  of  discussion.  Evalua- 
tion of  response  was  based  on  quantitative  reduction  of 
the  monoclonal  component,  with  52%  showing  a good 
response  (<75%  reduction),  28%  showing  an  improve- 
ment (25-75%  reduction),  and  20%  with  no  response. 
Overall  median  survival  was  21.6  months. 


TOMOGRAFIA  COMPUTARIZADA:  TRAUMA  A 
LA  CABEZA 

Pagán-Sáez,  H.  Departamento  de  Ciencias  Radiológicas, 
Escuela  de  Medicina,  Universidad  de  Puerto  Rico. 

Se  presentará  la  experiencia  nuestra  durante  el  primer 
año  de  funcionamiento  de  la  Unidad  de  Tomografía  Com- 
putarizada  de  la  División  de  Radiología.  Se  analizarán  las 
diferentes  manifestaciones  de  trauma  a la  cabeza  vistas  a 
través  de  la  tomografía  computarizada  y cómo  se  afecta  el 
manejo  del  paciente. 

EL  IMPACTO  DEL  ESTRES  MULTIPLE  SOBRE 
EL  MEDICO  Y SU  FAMILIA 

Gómez  A G.,  Puerto  Rico  Institute  of  Psychiatry 

La  medicina  es  probablemente  la  profesión  más  pro- 
pensa a sufrir  el  impacto  del  estres  ocupacional.  Cuando  el 
medico  recién  graduado  ha  completado  su  primer  maratón 
de  estudios,  comienza  otro  fatigante  maratón  que  le  exi- 
gen los  años  del  internado  y la  especialidad.  Luego,  como 
extensión  de  una  carrera  que  parece  infinita,  vienen  los 
años  de  ubicación  y desarrollo  profesional. 

Existe  evidencia  de  que  el  médico,  por  las  presiones  y 
exigencias  inherentes  a su  profesión,  es  un  individuo  con 
alta  vulnerabilidad  para  ser  víctima  del  estres.  Este  estres, 
multiple  y vanado,  lo  comparten  principalmente  su  esposa 
e hijos,  quienes  también  son  percibidos  por  el  médico 
como  fuerzas  estresantes  y opresivas. 

Este  trabajo  revisa  el  impacto  de  diversas  formas  de 
estres  sobre  el  médico  y su  familia;  y las  consecuencias 
sociales  (y  profesionales)  de  este  fenómeno,  traducido  en 
condiciones  psicosomáticas,  desórdenes  adictivos  (alco- 
holismo, farmacodependencia,  juegos  de  azar),  divorcio 
y o fragmentación  familiar  Se  incluyen  resúmenes  de 
casos  de  nuestra  experiencia  clínica  utilizando  diversas 
modalidades  de  intervención  psicoterapéutica.  Se  hacen 
sugerencias  especificas  para  la  prevención  de  este  fenó- 
meno biopsicosocial 

MENEJO  DE  LESIONES 
CEREBRALES  PROFUNDAS 

Ortiz  H J , Alvarez  de  Choudens  J A.,  Rifkinson  N Sección 
de  Neurocirugia,  Escuela  de  Medicina,  Universidad  de 
Puerto  Rico 

Las  lesiones  cerebrales  profundas  han  sido  conside- 
radas tradicionaimente  como  lesiones  inoperables.  Su 
manejo  en  el  pasado  consistía  de  radioterapia  con  o sin 
derivación,  dependiendo  de  si  había  hidrocefalia.  Una 
sene  de  adelantos  recientes  en  las  neurociencias  clínicas 
nos  hacen  hoy  en  día  expresar  un  optimismo  cauteloso  en 
cuanto  al  manejo  de  estas  lesiones  en  el  futuro.  Quince 
pacientes  tratados  en  nuestras  instituciones  hospitalarias 


en  los  últimos  ocho  años  fueron  incluidos  en  una  serie 
consecutiva.  Del  estudio  de  estos  casos  se  derivaron  las 
siguientes  conclusiones:  1 ) en  niños  y adultos  jóvenes  las 
lesiones  presentan  con  trastornos  hemisféricos  como 
hemiparesia  y/o  movimientos  involuntarios  mientras  que 
en  adultos  la  hipertensión  endocraneana  o un  cuadro 
mental  es  más  común;  2)  la  tomografía  cranial  computa- 
rizada es  la  prueba  complementaria  más  útil  para  decidir  el 
manejo  ulterior  del  paciente;  3)  el  abordaje  quirúrgico  por 
vía  transcallosa  ofrece  muchas  ventajas  con  una  morbi- 
lidad y mortalidad  mínima;  4)  al  tratamiento  post- 
quirúrgico se  fundamenta  en  un  conocimiento  pleno  de  la 
patología  de  la  lesión. 

MIELOPATIAS  DEBIDO  A 
ESPONDILOSIS  CERVICAL 

Ortiz  H.J.,  Alvarez-Berdecía  A.,  Rifkinson  N.  Sección  de 
Neurocirugia,  Escuela  de  Medicina,  Universidad  de  Puerto 
Rico. 

La  espondilosis  cervical  es  una  condición  sumamente 
común  ya  que  afecta  aproximadamente  80%  de  la  pobla- 
ción de  adultos  mayores  de  55  años.  En  una  minoría  de 
estos  pacientes  la  espondilosis  causa  una  mielopatía  cer- 
vical crónica  o subaguda  cuyo  síntoma  primordial  es  una 
dificultad  en  la  marcha  debido  a espasticidad  con  hiperre- 
flexia.  El  cuadro  clínico  de  esta  lesión  que  comprime  las 
axonas  de  los  tractos  corticoespinales  (piramidales)  puede 
además  acompañarse  de  lesión  de  neurona  motora  inte- 
rior en  extremidades  superiores  con  atrofia,  debilidad  y 
disminución  de  los  reflejos  en  brazos  y manos.  La  evolu- 
ción clínica  es  usualmente  insidiosa  excepto  cuando  ocu- 
rre un  traumatismo  con  hiperextensión  cervical  resul- 
tando en  el  llamado  síndromrj  central  agudo  del  cordón  o 
médula  espinal.  La  revisión  clínica  de  20  casos  vistos  en 
nuestras  instituciones  en  los  últimos  8 años  indica  que  el 
manejo  de  la  mielopatía  espcndilótica  subaguda  o' crónica 
debe  ser  quirúrgico  mientras  que  la  mielopatía  aguda  pos- 
traumática debida  a espondi  osis  cervical  debe  ser  tratada 
por  medios  no  quirúrgicos. 

Se  presentarán  casos  representativos  para  ilustrar 
estos  puntos. 

"THORACIC  OUTLET  SYNDROME":  NUEVA 
TECNICA  QUIRURGICA  Y MANEJO 
POSTOPERATORIO 

Fernández-Noda  E L,  López  S, 

El  primer  reporte  de  dicho  síndrome  fue  en  1 860  por 
Wilishire  MD,  1861  Coorte,  1927  Adson  y Coffey,  1956 
Peet  uso  Tos,  1958,  1935  Ochsner,  De  Bakey  1962  Cla- 
gett,  1966  Roos  y Owens. 

Síntomas:  Neurológicos  y Vasculares.  Diagnóstico: 
Maniobras  1 ) de  Adson,  2)  Compresión  Costoclavicular,  3) 
Hiperabducción.  Tratamiento:  Reducción  de  peso,  ejerci- 
cios, escalenectomia,  remoción  de  costilla  cervical,  pri- 
mera y segunda  costilla,  aneurismectomía,  tromboendoar- 
teriectomía,  heparina.  Nosotros  recomendamos  la  sección 
del  músculo  escaleno  anterior  seguido  de  inmediata  fisio- 
terapia. Sintomatología:  En  nuestros  pacientes  en  ocho 
procedimientos  Parestesias  en:  Brazos,  manos  y dedos 
(8),  oreja,  mejilla  y maxilar  (1 ),  disminución  de  la  fuerza 
brazo,  manos  (8)  Dolor:  Dolor  hemitórax  (2),  cabeza  (1 ), 
cuello  (4),  hombro  (8),  brazo  (8),  seno  (2),  uñas  (1). 
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Frialdad  de  las  manos  (8),  edema  del  brazo  (2),  BP  baja 
(2),  mareos  (2).  Evolución:  Excelente,  con  recuperación 
100%  sin  complicaciones. 

Resumen: 

Hemos  revisado  3559  procedimientos  en  la  literatura, 
presentación  de  una  nueva  técnica  quirúrgica  seguida  de 
fisioterapia,  con  recuperación  100%  en  los  pacientes,  se- 
ñalando la  BP  baja  y elevación  pos-operatoria  en  8 proce- 
dimientos quirúrgicos. 

ELECTRO  DIAGNOSIS  IN  THORACIC 
OUTLET  SYNDROME 

López-Correa  S.,  Department  of  Physical  Medicine  and 
Rehabilitation.  University  of  Puerto  Rico  Medical  School. 

A brief  anatomical  review  of  the  neck  will  be  given 
with  a review  of  the  literature  of  the  electrodiagnostic 
methods  in  thoracic  outlet  syndrome. 

Proximal  stimulations,  F wave,  C8,  Tl  stimulation  will 
be  discussed. 

Our  experience  and  technique  is  presented. 

GONOCOCCAL  INFECTIONS  CAUSED 
BY  PENICILLINASE  PRODUCING 
N.  GONORRHOEAE  STRAINS  IN 
PUERTO  RICO 

N.  Hernández,  MD,  Y.  Kouri,  MD,  E.  Kraiselburd,  Ph.  D.,  D. 
Garcia,  MS,  M.  Pérez,  MT,  T.D.  Pérez,  B.S.,  M.  Nevárez, 
MT,  and  C.  H.  Ramirez-Ronda,  MD.  Latin  American  Center 
for  Sexually  Transmitted  Diseases,  and  Infectious  Disease 
Program,  VA  Hospital  and  Univ.  of  Puerto  Rico  Shool  of 
Medicine,  San  Juan,  Puerto  Rico. 

Penicillinase  producing  gonococcal  strains  have  been 
found  recently  in  Puerto  Rico.  During  a period  of  5 months 
25  episodes  of  documented  infections  with  PPNG  in  24 
patients  have  been  evaluated  and  treated  at  the  Latin 
American  Center  for  Sexually  Transmitted  Diseases 
(LACSTD).  There  were  15  females  and  9 males.  Forty- 
eight  (48%)  percent  of  the  females  were  prostitutes. 
Seventy-five  (75%)  percent  of  the  males  were  contacts  of 
prostitutes.  The  first  documented  cases  beginning  in  Jan- 
uary 1 982  were  seen  in  the  high  tourist  areas  and  areas  of 
high  protitution  and  were  probably  related  to  an  infected 
Asian  crew  members  of  a ship.  The  strains  of  Neisseria 
gonorrhoeae  have  been  found  to  be  highly  resistant  to 
penicillin  with  an  MIC  over  Qg/rr\\.  All  strains  were  beta- 
lactamase  producers.  The  genetic  analysis  of  the  strains 
revealed  three  plasmids,  one  of  Asian  origin,  a second  of 
African  origin  and  a third  a mixture  of  the  above  two 
plasmids.  Eleven  patients  were  treated  initially  with  peni- 
cillin, all  of  which  were  re-treated  with  spectinomycin  and 
cured.  Fifty-two  (52%)  percent  of  the  patients  received 
initially  spectinomycin.  The  initial  treatment  of  gonococcal 
infections  in  Puerto  Rico  must  be  reassessed  in  view  of  th 
PPNG  strains  present. 

EFFECT  OF  MEZLOCILLIN  AND  THIRD 
GENERATION  CEPHALOSPORINS  AGAINST 
NOSOCOMIAL  BACTERIAL  STRAINS 

N.  Hernández,  MD,  J.  Rodriguez,  MD,  and  C.H.  Ramirez- 
Ronda.  Infectious  Disease  Program,  Univ.  of  Puerto  Rico 
School  of  Medicine  and  VA  Medical  Center,  San  Juan, 
Puerto  Rico 

A broth  dilution  checkerboard  synergy  assay  was 


used  to  assess  the  in  vitro  activity  of  mezlocillin  (MZ)  alone 
and  in  combination  with  7 cephalosporins:  moxalactam 
(MOX),  ceftizoxime  (CTZ),  ceftriazone  (CFR),  ceftazidime 
(CFT),  cefsulodin  (CSL),  cefotiam  (CTM)  and  cefoxitin  (CEF) 
against  99  bacteremic  strains  including  20  Psudomonas 
aeruginosa  (PA),  20  Klebsiella  pneumoniae  (KP),  20Serratia 
(SE),  1 9 E.  coli  (EC),  5 Proteus,  5 Providencia  stuartii  (PrS) 
3 Citrobacter  diversus  (CD),  3 Enterobacter  cloacae  (EnC) 
and  4 Aeromonas  (Ae).  Synergism  (S)  and  antagonism 
(An)  were  difined  as  fourfold  decrease  and  increase 
respectively  of  the  MIC  of  each  antibiotic  in  the  combina- 
tion. Partial  synergism  (PS)  and  partial  antagonism  (P  An) 
were  defined  as  fourfold  decrease  and  increase  respec- 
tively of  the  MIC  of  one  of  the  antibiotics  in  the  combina- 
tion. For  PA,  S or  PS  was  found  in  70%  of  the  strains  with 
the  CS  L-MZ  combination  followed  by  CTM-MZ  and  CTZ 
MZ  combinations  in  30%  and  10%  of  the  strains  respec 
tively.  And  or  P An  was  found  in  70%  of  the  strains  with  the 
CEF-MZ  combination.  For  KP  and  EC,  40%  or  more  of  the 
strains  was  found  to  have  S or  PS  with  the  MZ  in  combina- 
tion with  CFR,  CTZ,  CSL  and  CEF  For  EC  the  CFT-MZ 
combination  was  also  synergistic  or  partially  synergistic, 
in  42%  of  the  strains.  PA  was  present  in  20%  or  less  of 
the  KP  strains  with  the  CTM-MZ,  MOX-MZ  and  CEF-MZ 
combinations.  Fifty  percent  or  more  of  the  SE  strains 
showed  S or  PS  with  the  CSL-MZ,  CTM-MZ,  CFR-MZ, 
CTZ-MZ  and  CEF-MZ  combinations  PS  was  also  found 
in  35%  of  the  strains  with  the  MOX-MZ,  combination  P 
An  was  present  in  1 5%  of  the  strains  with  the  CEF-MZ 
combination.  S or  PS  was  present  in  90%  or  more  of  the 
7 combinations  tested  against  P,  PS  and  EnC  strains  In 
the  above  in  vitro  studies  there  was  S or  PS  or  MZ  with 
most  of  the  cephalosporins  tested  against  50%  or  more 
of  the  strains  except  PA.  And  was  seen  more  frequently 
with  CEF-MZ  combination.  The  above  combinations  are 
potentially  useful  in  the  management  of  patients  with 
serious  gram-negative  infections. 

ENCEFALITIS  VIRAL:  INFORME  DE  SEIS 
CASOS  EN  EL  CENTRO  MEDICO  DE 
PUERTO  RICO 

López  S.,  Fiol  R.E.,  López  E.,  Departamento  de  Patología, 
Escuela  de  Medicina,  Universidad  de  Puerto  Rico. 

Resumen  de  6 casos  de  encefalitis  viral  autopsiados 
en  los  últimos  10  meses  en  el  Depto.  de  Patología  del 
Centro  Médico  de  P.R. 

Se  discute  la  etiología,  histopatología,  microscopía 
electrónica  y títulos  virales. 

Se  hace  referencia  a su  relación  con  la  epidemia  de 
dengue  de  principios  de  1 982  y de  otras  enfermedades 
virales. 

TOMOGRAFIA  COMPUTAR  IZADA:  MASAS 
INTRACEREBRALES 

Pagán-Sáez,  H.  Departamento  de  Ciencias  Radiológica^, 
Escuela  de  Medicina,  Universidad  de  Puerto  Rico. 

Se  hará  una  presentación  de  nuestra  experiencia 
durante  el  primer  año  de  funcionamiento  de  la  Unidad  de 
Tomografía  Computarizada  de  la  División  de  Radiología  del 
Centro  Médico  de  Puerto  Rico. 

Se  discutirá  sobre  la  incidencia  de  tumores  intracranea- 
les y cómo  se  ha  afectado  su  manejo  a la  luz  de  esta  nueva 
tecnología  de  diagnóstico. 
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OVARIAN  DYSGERMINOMAS 

Gómez-Madrazo  E.,  Perdomo  J.W.,  Rodríguez-Arroyo  J., 
Puerto  Rico  Medical  Center. 

From  1 960  to  1 979  29  patients  with  dysgerminomas 
were  treated  at  Puerto  Rico  Medical  Center.  Five  records 
were  not  available  for  this  study  and  2 patients  were 
excluded  from  the  study  because  dysgerminoma  was 
admixed  with  elements  of  another  type  of  malignant  germ 
cell  tumor.  The  clinical  pathological  findings  of  the  other 
22  patients  were  studied  to  assess  modes  of  diagnosis  and 
therapy.  The  ages  of  the  patients  ranged  from  10  to  31 
years.  Sixteen  patients  had  tumor  clinically  confined  to  the 
ovaries  (stage  I),  of  those  patients  only  one  developed 
metastases  and  died.  This  patient  had  a large  ovarian  cyst 
that  was  ruptured  during  the  surgical  procedure;  the  other 
1 5 patients  were  alive  without  recurrences  after  postoper- 
ative intervals  of  3 to  13  years.  Six  patients  had  more 
advanced  lesions  (stages  II  to  IV)  and  of  those  5 died  of 
metastases.  The  result  of  this  study  support  the  concept  of 
individualized  therapy  of  patients  with  ovarian 
dysgerminomas. 

PURDUE-FREDERICK  RESEARCH 
AWARD  COMPETITION 

AZTHREONAM  (AZ)  AND  TOBRAMYCIN  (TOB); 

A RANDOMIZED  STUDY  IN  GRAM-NEGATIVE 
(GN)  LOWER  RESPIRATORY  TRACT 
INFECTIONS. 

J Rodriguez;  C.H  Ramirez-Ronda,  and  R.H.  Bermúdez, 
Infectious  Disease  Program,  VA  Hospital  and  Univ.  of 
Puerto  Rico  School  of  Medicine,  San  Juan,  Puerto  Rico. 

Eight  adults  male  patients(PTS)  with  LRTI  were  random- 
ized to  receive  either  AZ  or  TOB  each  with  Clindamycin 
until  a gram-negative  infection  was  confirmed.  Five 
patients  received  AZ  3-6  gm  IV/day  and  three  PTS 
received  TOB  240  gm  IV/day;  Clindamycin  was  given  to 
7 8 PTS  at  a dose  which  varied  from  1 .8-2.4  gm  IV/day. 
The  mean  age  of  the  PTS  receiving  AZ  was  75.2  years 
(53-97)  and  those  receiving  TOB  was  55  years  (22-83).  A 
gram  stain  of  the  sputum  was  positive  for  gram-negative 
bacilli  as  the  predominant  flora  in  all  patients.  Bacterio- 
j logic  documentation  with  positive  sputum  culture  was 
found  in  3 5 PTS  randomized  to  recieve  AZ  and  in  3/3  PTS 
randomized  to  receive  TOB.  All  patients  had  documented 
1 radiologic  evidence  of  pneumonia  by  lung  infiltrates  and 
1 clinical  evidence  of  pneumonia  The  organisms  recovered 
I'  K , )nt  umoniae  ( 1 AZ),  E.  cloacae  ( 1 TOB),  P.  stuartii(}  AZ), 

I E coh  (1  AZ),  Acineiobacter  (1  TOB),  P.  fluorescens  (1 
I TOB)  All  organisms  were  susceptible  to  both  study  drugs. 
Clinical  cure  was  achieved  in  4/5  PTS  on  AZ  and  3/3  on 
TOB  Bacteriological  cure  was  achieved  in  all  patients  with 
documented  infections  The  number  of  days  for  the 
temperature  to  return  to  normal  and  for  the  dissapea  ranee 
of  symptoms  was  3 2 days  in  the  AZ  and  2 days  in  the  TOB 
group  No  side  effects  were  noted  except  skin  rash  on  the 
7tti  day  of  AZ  therapy  in  one  patient.  Two  patients  died  on 
the  AZ  group  of  unrelated  causes,  an  anteroseptal  myocar- 
dial  infarction  in  the  first  patient  andasecond,  of  complica- 
tions of  primary  disease  one  week  after  ending  successful 
I AZ  therapy  AZ  is  comparable  to  TOB  in  the  treatment  of 
lower  respiratory  tract  infection  caused  by  aerobic  gram- 
negative  bacilli  when  the  organisms  are  susceptible. 


COMPARISON  OF /A/  V/TRO  BACTERIAL 
ACTIVITY  OF  POVIDONE-IODINE  (PI)  1%  WITH 
HEXACHLOROPHENE  3%  (H)  AND 
CLOROHEXIDINE  GLUCONATE  4%  (C)  AGAINST 
HOSPITAL  PATHOGENS. 

J.  Maldonado;  R.H.  Bermúdez;  R.  Ramirez-Ronda,  and  D. 
Vera,  Infectious  Disease  Program,  UPR  School  of  Medi- 
cine and  VA  Medical  Center,  San  Juan,  Puerto  Rico. 

The  activity  of  PI  solution  as  compared  with  H and  C 
against  70  nosocomial  bacterial  isolates  recovered  from 
hospitalized  patients.  The  strains  studied  included  1 0 each 
of  S.  aureus  (SA),  (S.  epidermidis  (SE),  E.  coli  (EC),  K. 
penumoniae  (KP),  P.  aeruginosa  (F^A)5.  marcescens  (SM), 
and  Proteus  spp.  (P.  The  MBC's  were  determined  using  the 
standard  tube  dilution  test.  All  strains  were  kept  lyophil- 
ized  and  reconstituted  fresh,  susceptibilities  were  deter- 
mined simultaneously  with  an  inoculum  of 
1 o’  - 1 0®CFU/ml.  The  MBC  (pq/  ml)  at  which  1 00%  of  the 
tested  strains  were  inhibited  by  PI  was  ^9  /z/g/ml  (dilu- 
tion 1:256).  C inhibited  a 100%  of  the  strains  at  MBC  ^ 
4.88  /ug/ml  (dilution  ^ 1 :4096)  except  P.  which  MBC  was 
g 1 9.53  p g/ml  (dilution  ^ 1 2048).  The  MBC  of  H for  SA 
and  SE  was ^ 3.36  (dilution^  1 :1 6384/; g/ml. The//?  vitro 
activity  of  PI  demonstrated  excellent  antibacterial  activity 
against  gram-negative  and  g^'am-positive  aerobic  orga- 
nisms followed  by  C.  H was  comparable  in  activity  to  PI  and 
C only  against  SA  and  SE. 

EFFECT  OF  COMBINATION  OF  ANTIBIOTICS  IN 
VITRO  AGAINST  BACTEREMIC  STRAINS  OF 
PSEUDOMONAS  AERUGINOSA  (PA)  AND 
KLEBSIELLA  PNEUMONIAE  (KP). 

R.  Ramirez-Ronda;  J.  Rodriguez;  N.  Hernández,  and  C.H. 
Ramirez-Ronda.  Infectious  Disease  Program,  VA  Hospital 
and  Univ.  of  Puerto  Rico  School  of  Medicine,  San  Juan, 
Puerto  Rico. 

A broth  dilution  checkerboard  synergy  assay  was  used 
to  assess  the  in  vitro  activit/  of  mezlocillin  (MZ)  alone  and 
in  combination  with  7 ceph  alosporins:  moxalactan  (MOX), 
ceftizoxime  (CTZ),  ceftriazone  (CFR),  ceftazidime  (CFT),  cef- 
sulodin  (CSL),  cefotiam  (CIM)  and  cefoxitin  (CEF)  against 
20  bactermic  strains  Pseudomonas  aeruginosa  PA)  and 
Klebsiella  penumoniae  (KP).  Synergism  (S)  and  antago- 
nism (A)  were  defined  as  fourfold  decrease  and  increase 
respectively  of  the  MIC  of  each  antibiotic  in  the  combina- 
tion. For  PA  the  combination  of  CEF  and  MZ  was 
antagonistic  in  14/20  strains,  the  combinations  with 
synergism  or  partial  synergism  were  CSL-MZ  in  14/20 
strains,  CTM-MZ  in  6/20  strains,  and  CTZ-MZ  in  2/20 
strains.  Antagonism  wa:;  seen  in  some  strains  with  all 
combinations  but  never  greater  than  4/20  studied 
strains.  For  KP,  the  combination  of  MZ  with  5 of  the  7 
cephalosporins,  was  synergistic  or  partially  synergistic 
in  many  strains;  for  the  combination  with  CEF  8/20,  for 
CTZ  11/20,  CFR  14/20,  CFT  5/20  and  CSL  8/20. 
Antagonism  was  seen  in  4 or  less  strains  with  CEF, 
MOX,  and  CTM.  The  in  vitro  activity  of  combination  of 
MZ  and  cephalosporins  points  out  to  the  possibility  of 
clinical  use  of  these  combinations  in  patients  with 
severe  infections  with  tfie  above  agents.  The  most  likely 
synergistic  combinations  were  CLS,  CTM  and  CFR  with 
MZ;  a clinical  trial  using  the  above  combinations  will  be 
of  interest. 
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ACTIVOS 


1 . Albandoz  Betancourt,  RafaeIJ.,  M.D.  — Escuela  de 
Medicina  de  la  Universidad  de  Puerto  Rico,  1978, 
Especialidad:  Obstetricia  y Ginecología  - Ejerce  en  Río 
Piedras,  P.R. 

2 Batista  Ocasio,  Elsa,  M.D.  — Escuela  de  Medicina 
de  Guadalajara,  México,  1976,  Especialidad:  Pe- 
diatría - Ejerce  en  Carolina,  P.R. 

3 Cestero,  Hermán  J.  Jr.,  M.D.  — Escuela  de  Medi- 
cina de  la  Universidad  de  Puerto  Rico,  1965,  Especia- 
lidad: Cirugía  Plástica  - Ejerce  en  Hato  Rey,  P.R. 

4 Cestero  López,  María  C.,  M.D.  — Escuela  de  Medi- 
cina de  Zaragoza,  España,  1975,  Especialidad;  Anes- 
tesiología - Ejerce  en  Ponce,  P.R. 

5 Frazer  de  Lladó,  Teresa,  M.D.  — Escuela  de  Medi- 
cina de  le  Universidad  de  Indiana,  1 975,  Especialidad: 
Endocrinología  Pediátrica  - Ejerce  en  Ponce,  P.R. 

6.  Gutiérre::  Peña,  Armando,  M.D.  — Escuela  de  Medi- 
cina de  la  Universidad  Nacional  de  Trujillo,  Perú, 
1 968,  Especialidad:  Obstetricia  y Ginecología  - Ejerce 
en  Mayagüez,  P.R. 

7.  Jiménez  Mercado,  Osvaldo,  M.D.  — Escuela  de 
Medicina  de  la  Universidad  Autónoma  de  Guadala- 
jara, México,  1976,  Especialidad;  Medicina  Interna  y 
Cardiología  - Ejerce  en  Río  Piedras,  P.R. 

8.  Lladó  Martínez,  Juan,  M.D.  — Escuela  de  Medicina 
de  la  Universidad  de  Puerto  Rico,  1 975,  Especialidad; 
Urología  - Ejerce  en  Ponce,  P.R. 

9.  Lleras  Santana,  Idelisa,  M.D.  — Escuela  de  Medi- 
cina de  la  Universidad  de  Puerto  Rico,  1973,  Especia- 
lidad: Radiología  - Ejerce  en  Río  Piedras,  P.R. 

1 0.  Martínez  Pérez,  Abraham,  M.D.  — Escuela  de  Medi- 
cina Pedro  H.  Ureña,  República  Dominicana,  1974, 
Especialidad:  Medicina  Interna  - Ejerce  en  Manatí, 
P.R. 


11.  Montalvo  Bonilla,  Carlos  N.,  M.D.  — Escuela  de 
Medicina  de  la  Universidad  de  Santander,  España, 
1979,  Medicina  General  - Ejerce  en  Arecibo,  P.R 

1 2 Mora  Quesada,  Wilfred,  M.D.  — Escuela  de  Medi- 
cina de  la  Universidad  de  Barcelona,  España,  1973, 
Especialidad:  Cirugía  - Ejerce  en  Caguas,  P R. 

13.  Morales  Carrasquillo,  Pablo,  M.D.  — Escuela  de 
Medicina  de  la  Universidad  de  Navarra,  España, 
1976,  Especialidad:  Radiología  - Ejerce  en  Río  Pie- 
dras, P.R. 

14.  Nazario  Lebrón,  Rubén,  M.D.  — Escuela  de  Medi- 
cina de  la  Universidad  de  Puerto  Rico,  1 974,  Especia- 
lidad: Obstetricia  y Ginecología  - Ejerce  en  Bayamón, 
P.R. 

1 5.  Ortiz  Rodríguez,  Noel,  M.D.  — Escuela  de  Medicina 
de  la  Universidad  de  Puerto  Rico,  1 973,  Especialidad 
Cardiología  - Ejerce  en  Bayamón,  P.R. 

1 6.  Pérez  Torres,  Gloria  M.,  M.D.  — Escuela  de  Medi- 
cina de  la  Universidad  Central  del  Este  en  Santo  Do- 
mingo, 1977,  Medicina  General  - Ejerce  en  Arecibo, 
P.R 

1 7.  Ramos  Pesquera,  Gilberto,  M.D.  — Escuela  de  Me- 
dicina de  la  Universidad  Autónoma  de  Guadalajara, 
México,  1977,  Especialidad:  Radiología  - Ejerce  en 
Hato  Rey,  P.R. 

18.  Rivera  Pagán,  Eduardo,  M.D.  — Escuela  de  Medí-  ■ 
ciña  de  Madrid,  España,  1974,  Medicina  General  - , 
Ejerce  en  Santurce,  P.R.  j 

1 9 Robles  Mora,  Carlos,  M.C.  — Escuela  de  Medicina  I 
de  Santiago  de  Compostela  en  España,  1977,  Medí-  J 
, ciña  General  - Ejerce  en  Caguas,  P.R.  j 

20.  Santana  de  la  Rosa,  José  A.,  M.D.  — Escuela  de  | 

Medicina  de  Santiago  de  Compostela  en  España,  ] 
1 974,  Especialidad:  Obstetricia  y Ginecología  - Ejerce'  I 
en  Carolina,  P.R.  i 

21.  Serrano  Robles,  José  A.,  M.D.  — Escuela  de  Medi-  i 

ciña  de  Santiago  de  Compostela  eñ  España,  1972,  J 
Especialidad:  Medicina  de  Familia  - Ejerce  en  San  j 
Juan,  P.R.  1 

22.  Serrano  Torres,  Luis,  M.D.  — Escuela  de  Medicina  1 

de  la  Universidad  de  Puerto  Rico,  1 976,  Especialidad:  M 
Oftalmología  - Ejerce  en  Santurce,  P.R.  M 

23.  Torres  Carmona,  Valentín,  M.D.  — Escuela  de  Me-  J 

dicina  de  la  Universidad  Nacional  Autónoma  de  4 
México,  1954,  Medicina  General  - Ejerce  en  Ba-a 
yamón,  P.R.  a 

AFILIADOS 

24.  Caraballo  Santiago,  Sorángel,  M.D.  — Escuela  de 
Medicina  de  la  Universidad  Central  del  Caribe,  Cayey, 
P.R.,  1980,  Medicina  General  - Ejerce  en  Santurce, 
P.R. 

25.  Trester,  Elliot  J.,  M.D.  — Escuela  de  Medicina,  Cole- 
gio Médico  de  Toledo,  Ohio,  1978,  Especialidad:  Me- 
dicina de  Familia  - Ejerce  en  Las  Marías,  P.R. 

26  Vargas  López,  José  M..  M.D,  — Escuela  de  Medi- 
cina de  la  Universidad  Autónoma  de  Santo  Domingo, 

1 967,  Especialidad  Cirugía  - Ejerce  en  Caguas,  P R 
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27.  Laras,  Linda,  M.D.  — Escuela  de  Medicina  de  Valen- 
cia, España,  1980,  Residencia  en  Obstetricia  y Gine- 
cología en  el  Centro  Médico,  Río  Piedras,  P.R, 

28.  Morales  López,  Irma  I.,  M.D.  — Escuela  de  Medicina 
de  la  Universidad  Central  del  Este,  Rep.  Dominicana, 
1 980,  Residencia  en  Pediatría  en  el  Centro  Médico  de 
Mayagüez,  P.R. 

29.  Rivera  Castro,  Ericka,  M.D.  — Escuela  de  Medicina 
de  la  Universidad  Central  del  Caribe  en  Cayey,  P.R.  - 
1980,  Residencia  en  Psiquiatría  en  el  Recinto  de 
Ciencias  Médicsa  y Hospital  de  Veteranos,  Río 
Piedrsa,  P.R. 

30.  Sánchez  Peña,  José  R.,  M.D.  — Escuela  de  Medi- 
cina de  la  Universidad  Nacional  Pedro  H.  Ureña  en 
Santo  Domingo,  1977,  Residencia  en  Medicina  In- 
terna en  el  Hospital  Regional  de  Caguas,  P.R. 

ESTUDIANTES  DE  MEDICINA 


1 . Casiano  Malavé,  José  A.  — Escuela  de  Medicina  de 
la  Universidad  Autónoma  de  Santo  Domingo. 

2.  Molina  Quiñones,  Rafael  — Escuela  de  Medicina  de 
Puerto  Rico.  Se  graduará  en  1986. 

3.  Santiago  Carrasquillo,  Edelmiro  — Escuela  de  Me- 
dicina de  la  Universidad  Central  del  Este,  Rep.  Domi- 
nicana. Se  graduará  en  1983. 

REINGRESOS 


1.  Alamo  Vázquez,  Isabel,  M.D.  — Escuela  de  Medi- 
cina de  Santiago  de  Compostela,  España,  1 974,  Espe- 
cialidad: Medicina  Interna  - Ejerce  en  Caguas,  P.R. 

2.  Ariza  de  Mieses,  Daisy,  M.D.  — Escuela  de  Medi- 
cina de  la  Universidad  de  Santo  Domingo,  1960,  Es- 
pecialidad: Pediatría  - Ejerce  en  Carolina,  P.R. 

3.  Camino  Landrón,  José  R.,  M.D.  — Escuela  de  Medi- 
cina de  la  Univ.  Pedro  H.  Ureña  en  Santo  Domingo, 
1 973,  Especialidad:  Pediatría  - Ejerce  en  Caguas,  P.R. 

4.  Carballo,  Francisco  A.,  M.D.  — Escuela  de  Medicina 
de  la  Universidad  de  Puerto  Rico,  1 962,  Especialidad: 
Obstetricia  y Ginecología  - Ejerce  en  Hato  Rey,  P.R. 

5.  Collazo  Tirado,  Milton,  M.D.  — Escuela  de  Medicina 
de  la  Universidad  de  Madrid,  España,  1 966,  Medicina 
General  - Ejerce  en  Vega  Alta,  P.R. 

6.  Díaz  Quiñones,  José,  M.D.  — Escuela  de  Medicina 
de  la  Universidad  de  Granada,  1969,  Especialidad: 
Psiquatría  - Ejerce  en  Hato  Rey,  P.R. 

7.  Feliciano  Nieves,  Sonia,  M.D.  — Escuela  de  Medi- 
cina de  la  Universidad  de  México,  1967,  Medicina 
General  - Ejerce  en  Ponce,  P.R. 

8.  García  Ramírez,  Oscar,  M.D.  — Escuela  de  Medi- 
cina, Tulane  University,  1947,  Especialidad:  Obstetri- 
cia y Ginecología  - Ejerce  en  Santurce,  P.R. 


9.  Laracuente  Batista,  Benjamín,  M.D.  — Escuela  de 
Medicina  de  la  Universidad  de  Santo  Domingo,  1961, 
Especialidda:  Pediatría  - Ejerce  en  Humacao,  P.R. 

10  Ortiz  Robles,  Tulio  L.  M.D.  --  Escuela  de  Medicina 
de  la  Universidad  de  Madrid,  1961,  Especialidad:  Ra- 
diología - Ejerce  en  Carolina  P R. 

1 1 . Parés  Martínez,  Luis  A.,  M.D.  — Escuela  de  Medi- 
cina de  la  Univ.  de  Valencia,  1973,  Especialidad:  Me- 
dicina Interna -Cardiología  - Ejerce  en  Hato  Rey,  P.R. 

1 2.  Ramírez,  Aurea  S.,  M.D.  --  Escuela  de  Medicina  de 
la  Universidad  de  México,  1967,  Especialidad:  Medi- 
cina Industrial-Dermatología  - Ejerce  en  Bayamón, 
P.R. 

1 3.  Sánchez  Colón,  Jorge  L.,  M.D.  — Escuela  de  Medi- 
cina de  la  Universidad  de  F uerto  Rico,  1 966,  Especia- 
lidad: Dermatología  - Ejerce  en  Hato  Rey,  P:R. 

1 4 Torres  Marrero,  Carlos  F.,  M.D.  — Escuela  de  Medi- 
cina de  la  Universidad  de  México,  1 967,  Especialidad: 
Cirugía  - Ejerce  en  Hato  Rey,  P R. 
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Sirviendo  a los  Socios  de  la  Cruz  Azul 


• 3,018  médicos  • 665  laboratorios 

• 680  dentistas  • 570  farmacias 

• 184  hospitales  privados  y públicos 


Un  emblema  I 

que  ea  una  1 

garantía...  | 

En  todo  lugar  de  Puerto 
Rico  encontrarás  este 
emblema.  ^ 

Farmacias,  hospitales,  | 

médicos,  laboratorios,  j 

y dentistas  lo  exhiben  ; 

con  orgullo.  ' 

Ellos  constituyen  la 
mejor  garantía  de  que 
recibirás  los  servicios 
que  adquiriste  en 
tu  contrato  con  la 
Cruz  Azul. 

Cuando  necesites 
servicios  de  salud,  acude 
inmediatamente  con  tu 
tarjeta  Cruz  Azul  a un 
proveedor  de  servicios 
que  exhiba  el  emblema  ! 
“Bienvenidos,  Socios 
Cruz  Azul”. 

Además  de  economizar 
dinero  y tiempo, 
encontrarás  en  ellos 
una  mano  amiga  y un 
servicio  esmerado.  ' 

Para  tu  mejor 
conv^eniencia,  sigue  este 
consejo  de  la  Cruz  Azul 
a toda  su  matrícula. 
l.A  CRUZ  AZUL 
DE  PUERTO  RICO 
Gente  Sirviendo  ' 

a su  Gente 


Dalmane* 

(flurazepam  HCl/Roche) 

Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which 
follows: 

Indications:  Effective  in  all  types  of  insomnia 
characterized  by  difficulty  in  falling  asleep,  frequent 
nocturnal  awakenings  and/or  early  morning  awak- 
ening, in  patients  with  recurring  insomnia  or  poor 
sleeping  habits;  in  acute  or  chronic  medical  situa- 
tions requiring  restful  sleep.  Objective  sleep  labora 
tory  data  have  shown  effectiveness  for  at  least  28 
consecutive  nights  of  administration.  Since  insom 
nia  is  often  transient  and  intermittent,  prolonged 
administration  is  generally  not  necessary  or  recom- 
mended. Repeated  therapy  should  only  be  under- 
taken with  appropriate  patient  evaluation. 
Contraindications:  Known  hypersensitivity  to  flur- 
azepam HCI;  pregnancy.  Benzodiazepines  may 
cause  fetal  damage  when  administered  during  preg- 
nancy. Several  studies  suggest  an  increased  risk  of 
congenital  malformations  associated  with  benzodi- 
azepine use  during  the  first  trimester.  Warn  patients 
of  the  potential  risks  to  the  fetus  should  the  possi- 
bility of  becoming  pregnant  exist  while  receiving 
flurazepam.  Instruct  patient  to  discontinue  drug 
prior  to  becoming  pregnant.  Consider  the  possibil- 
ity of  pregnancy  prior  to  instituting  therapy. 
Warnings:  Caution  patients  about  possible  com- 
bined effects  with  alcohol  and  other  CNS  depres- 
sants. An  additive  effect  may  occur  if  alcohol  is 
consumed  the  day  following  use  for  nighttime  seda- 
tion. This  potential  may  exist  for  several  days  fol 
lowing  discontinuation.  Caution  against  hazardous 
occupations  requiring  complete  mental  alertness 
{e  g.,  operating  machinery,  driving).  Potential 
impairment  of  performance  of  such  activities  may 
occur  the  day  following  ingestion.  Not  recom- 
mended for  use  in  persons  under  15  years  of  age. 
Though  physical  and  psychological  dependence 
have  not  been  reported  on  recommended  doses, 
abrupt  discontinuation  should  be  avoided  with 
gradual  tapering  of  dosage  for  those  patients  on 
medication  for  a prolonged  period  of  time.  Use 
caution  in  administering  to  addiction-prone  individ- 
uals or  those  who  might  increase  dosage. 
Precautions:  In  elderly  and  debilitated  patients,  it 
is  recommended  that  the  dosage  be  limited  to  15  mg 
to  reduce  risk  of  oversedation,  dizziness,  confu- 
sion and/or  ataxia.  Consider  potential  additive 
effects  with  other  hypnotics  or  CNS  depressants. 
Employ  usual  precautions  in  severely  depressed 
patients,  or  in  those  with  latent  depression  or  suici- 
dal tendencies,  or  in  those  with  impaired  renal  or 
hepatic  function. 

Adverse  Reactions:  Dizziness,  drowsiness,  light- 
headedness, staggering,  ataxia  and  falling  have 
occurred,  particularly  in  elderly  or  debilitated 
patients.  Severe  sedation,  lethargy,  disorientation 
and  coma,  probably  indicative  of  drug  intolerance 
or  overdosage,  have  been  reported.  Also  reported: 
headache,  heartburn,  upset  stomach,  nausea,  vom- 
iting, diarrhea,  constipation,  Gl  pain,  nervousness, 
talkativeness,  apprehension,  irritability,  weakness, 
palpitations,  chest  pains,  body  and  joint  pains  and 
GU  complaints.  There  have  also  been  rare  occur- 
rences of  leukopenia,  granulocytopenia,  sweating, 
flushes,  difficulty  in  focusing,  blurred  vision,  burn- 
ing eyes,  faintness,  hypotension,  shortness  of 
breath,  pruritus,  skin  rash,  dry  mouth,  bitter  taste, 
excessive  salivation,  anorexia,  euphoria,  depres- 
sion, slurred  speech,  confusion,  restlessness,  hallu- 
cinations, and  elevated  SGOT,  SGPT,  total  and  direct 
bilirubins,  and  alkaline  phosphatase;  and  paradoxi- 
cal reactions,  e g.,  excitement,  stimulation  and 
hyperactivity. 

Dosage:  Individualize  for  maximum  beneficial 
effect.  Adults:  30  mg  usual  dosage;  15  mg  may  suf- 
fice in  some  patients.  Elderly  or  debilitated 
patients:  15  mg  recommended  initially  until 
response  is  determined. 

Supplied:  Capsules  containing  15  mg  or  30  mg 
flurazepam  HCI. 
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American  College  of  Physicians 


ACP  ISSUES  RECOMMENDATIONS  ON  USE  OF 

ARTHRITIS  TESTS  AND  IMMUNOTHERAPY 

The  American  College  of  Physicians  (ACP)  issued  Clini- 
cal Efficacy  Assessment  Program  (CEAP)  recommenda- 
tions on  the  clinical  effectiveness  of  three  arthritis  tests 
and  immunotherapy  as  a form  of  treatment  of  some  varie- 
ties of  cancer 

The  Bentonite  Flocculation  Tests  for  confirming  the  pres- 
ence of  rheumatoid  arthritis  and  the  DNA  Antibody  Test 
used  to  confirm  a suspected  diagnosis  of  systemic  lupus 
erythematosus”  "are  standard,  safe  tests  that  constitute 
good  medical  practice”,  CEAP  Director  J.  Sanford 
Schwartz.  MD,  said 

The  Kunkel  test  (total  serum  gammaglobulin),  however, 
IS  outdated  and  has  been  superceded  by  serum  protein 
electorphoresis,  iinmunoelectrophoresis,  and/or  auto- 
mated chemical  analysis  (total  protein  and  albumin), 
according  to  the  ACP 

"We  re  providing  this  information  in  the  interest  of 
encouraging  quality,  up-to-date  medical  care”,  ACP  Exec- 
utive Vice  President  Robert  H Moser,  MD,  FACP,  said 
"And  we  believe  that  cost-efficient  care  is  a logical  conse- 
quence of  sound  clinical  reasoning” 

Most  forms  of  immunotherapy  as  cancer  treatment 
must  be  considered  investigational  or  experimental 
because  their  efficacy  and  clinical  effectiveness  are 
unproved,  the  College  also  announced  Local  immuno- 
therapy has  shown  clinical  effectiveness  only  in  the  use  of 
intralesional  BCG  in  the  treatment  of  dermal  melanoma 
metastases  and  the  use  of  dinitrochlorobenzene  at  the  site 
of  premalignant  and  malignant  epidermal  tumors,  the  ACP 
statement  said 

Although  some  immuno-stimulants  being  evaluated 
for  treating  cancer--monoclonal  antibodies,  for  example  - 
have  shown  encouraging  evidence  of  possible  effective- 
ness, the  ACP  considers  the  systemic  administration  of 
any  immunotherapeutic  agent  be  investigational  until 
study  results  confirm  their  benefits”.  Dr  Schwartz  said 
"Treatments  being  marketed  to  the  American  public  as 
immunoaugmentive  therapy  have  claimed  to  be  effective 
treatments  for  cancer”,  he  continued,  "but  the  ACP  found 
that  the  efficacy  or  clinical  effectiveness  of  the  systemic 
administration  of  any  immunotherapeutic  agent  in  the 
treatment  of  cancer  has  not  as  yet  been  established” 


^Through  the  Clinical  Efficacy  Assesment  Project,  the 
ACP  evaluates  the  effectiveness  of  nonsurgical  medical 
tests,  procedures  and  therapies  and  makes  recommenda- 
tions on  their  appropriate  uses.  To  help  physicians  practice 
high  quality,  cost-effective  medicine  more  efficiently, 
CEAP  evaluations  focus  on  the  safety,  efficacy  and  effec- 
tiveness of  a clinical  practice  in  internal  medicine. 

CEAP  DEFINITIONS 

The  following  definitions  may  be  of  assistance  in 
explaining  the  Clinical  Efficacy  Assesment  Project  (CEAP) 
of  the  American  College  of  Physicians: 

Efficacy 

The  probability  of  benefit  to  individuals  in  a defined  popula- 
tion from  a medical  technology  applied  for  a given  medical 
problem  under  ideal  conditions  of  use. 

Effective 

The  probability  of  benefit  to  individuals  in  a defined  popula- 
tion from  a medical  technology  applied  for  a given  medical 
problem  under  average  conditions  of  use. 

Experimental 

Technique  that  is  largely  confined  to  laboratory  and/or 
animal  research. 

Investigative 

Technique  that  has  progressed  to  limited  human  applica- 
tion, but  lacks  wide  recognition  as  a proven  and  effective 
procedure  in  clinical  medicine 

Standard 

Technique  that  is  widely  accepted  as  a clinically  effective 
procedure.  Such  a technique  may  need  to  be  qualified  as 
standard  only  under  certain  specified  circumstances. 


aa  AMERICAN  ASSOCIATION 
00  OF  BLOOD  BANKS 


DEADLY  NEW  DISEASE  DEFIES  ANALYSIS 

The  Centers  for  Disease  Control  have  recently  reported 
the  existence  of  a new  disease  that  kills  nearly  half  of  the 
persons  afflicted  by  it,  yet  has  no  similarities  to  any  other 
known  disease 

Called  Acquired  Immunodeficiency  Syndrome  (AIDS),  it 
has  affected  471  men  and  women  from  24  states  and 
eight  foreign  countries.  Of  those,  184  are  dead  It  is  an 
immunosuppressive  disease  that  permits  infections  such 
as  rare  types  of  pneumonia;  Kaposi's  sarcoma,  a type  of 
cancer,  candidiasis  yeast  infections;  and  various 
protozoan- type  infections  to  debilitate  its  victims,  accord- 
ing to  Richard  Selick,  MD,  of  the  CDC  task  force  investigat- 
ing the  disease. 

CDC  reports  250  percent  more  cases  in  the  last  two 
months  than  in  the  previous  two.  Three  groups  appear  to 
be  the  most  likely  targets  for  the  disease:  male  homosexu- 
als, drug  addicts  using  needles,  and  Haitian  immigrants. 
Half  of  the  34  Haitians  afflicted  with  AIDS  have  died.  In 
addition,  30  persons,  including  3 hemophiliacs,  have  been 
affected  that  do  not  belong  to  any  of  these  groups.  The 
predominant  theory  is  that  the  disease  is  transmitted  by 
multiple  factors  and  that  much  more  study  is  necessary  to 
determine  common  transmissible  agents  and  to  find  com- 
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mon  predictors. 

The  first  symptoms  of  the  disease  are  reputed  to  be 
enlarged  lymph  nodes,  malaise,  low-grade  fever  and 
weight  loss.  However,  the  disease  doesn't  become  evident 
until  another  infection  reveals  its  presence.  There  is  no 
treatment  for  the  failure  of  the  immune  system,  therefore 
the  victims  will  be  plagued  by  recurrences  of  infections 
and  about  half  will  die.  Of  those  who  have  contracted 
AIDS,  some  are  now  free  of  secondary  infections,  but  none 
have  recovered  from  AIDS. 

Early  known  victims  were  mostly  highly  sexually-active 
homosexuals  who  used  amyl  nitrite  or  butyl  nitrate.  Later 
victims  did  not  have  these  specific  connections.  Many 
appeared  to  also  have  or  have  had  infections  of  cytomega- 
lovirus (CMV);  however,  no  one  strain  appeared  in  all. 

The  National  Hemophilia  Foundation  has  issued  a 
"Patient  Alert"  stating  that  at  this  time  the  risks  to  hemo- 
philacs  are  minimal  and  that  no  change  in  the  treatment 
regimen  be  undertaken. 

CDC  is  intensely  investigating  all  possibilities,  but 
stressing  that  there  is  no  risk  to  the  public  at  this  time.  It 
has  formed  a task  force  to  study  the  disease.  The  Depart- 
ment of  Health  and  Human  services  has  requested  a 
report  in  30  days  from  its  public  health  service  committee 
on  what  to  do  about  blood  collection  and  distribution 
procedures  in  the  event  that  this  proves  to  be  how  the 
disease  is  transmitted. 

At  a July  27  meeting,  officials  of  CDC,  OoB,  the  Public 
Health  Service  and  the  blood  banking  community  dis- 
cussed the  disease  and  prospective  studies,  including,  but 
not  limited  to,  hemophiliacs  and  stressed  the  need  for 
continued  cooperation  and  funding  for  more  extensive 
research.  The  results  of  the  meeting  will  be  summarized  in 
a report  totheSurgeon  General.  Paul  Holland,  MD,  repres- 
ented AABB  at  the  meeting.  A September  9 meeting  was 
scheduled  at  OoB  to  discuss  methods  of  making  Factor  VIII 
safer,  especially  in  regard  to  hepatitis  transmission. 

CDC  ISSUES  REPORT  ON  HEPATITIS  B VACCINE 


The  Centers  for  Disease  Control  have  issued  a report  on 
the  Inactivated  Hepatitis  B Vaccine  in  the  June  25  issue  of 
Morbidity  and  Mortality  Weekly  Report,  Vol.  31 /No.  24. 
The  report  discusses  the  incidence  of  Hepatitis  B in  the  US 
and  gives  recommendations  on  usage  of  the  new  vaccine, 
currently  available  from  Merck,  Sharpe  and  Dohme  Co. 

The  report  recommended  pre-exposure  vaccinations  for 
the  following  groups;  health  care  workers  and  hospital 
staff,  in  particular  those  exposed  to  HBV  infection  such  as 
operating  room  staff,  medical  technologists,  phleboto- 
mists,  IV  therapy  nurses,  surgeons,  pathologists,  oncology 
and  dialysis  unit  staffs,  dental  professionals,  laboratoy  and 
blood  bank  technicians  and  morticians;  clients  and  staff  of 
institutions  for  mentally  retarded;  hemodialysis  patients; 
homosexuallyactive  males;  illicit  injectable  drug  users; 
household  and  other  sexual  contacts  of  HBV  carriers;  spe- 
cial highrisk  populations;  and  inmates  of  longterm  correc- 
tional facilities. 

Post-exposure  vaccinations  were  recommended  for 
infants  born  to  HBsAg-positive  mothers,  sexual  and 
household  contacts  of  acute  hepatitis  B cases,  and  health 
workers  who  receive  needle  sticks  from  HBsAg-positive 
patients. 


The  report  indicated  that  screening  for  high  risk  groups 
is  cost-effective;  however,  screening  intermediate  risk 
groups  is  only  marginally  so,  and  low  risk  group  screening 
is  not. 

Recommendations  for  routine  screening  call  for  one 
antibody  test,  either  HBc  or  anti-HBs.  Anti-HBc  will  identify 
all  previously  infected  persons,  both  carriers  and  those 
who  are  not,  but  will  not  discriminate  between  members 
of  the  two  groups.  Anti-HBs  will  identify  those  previously 
infected  except  for  carriers. 

According  to  Joseph  Bove,  MD,  chairman  of  an  AABB 
committee  that  is  in  the  process  of  formulating  an  organi- 
zational recommendation,  the  health  care  workers 
referred  to  in  the  CDC  report  include  a great  many  people 
whose  risk  of  contacting  Hepatitis  B is  no  greater  than  the 
general  population,  since  many  work  in  blood  banks  and 
donor  rooms  processing  normal  blood  The  committee  is 
studying  the  issue  with  a special  eye  towards  structuring 
recommendations  for  these  groups. 


The  Thirty-Fifth  World  Health  Assembly  was  held  in 
Geneva  May  3-14.  It  approved  the  1984-1989  Seventh 
Program  of  Work  and  the  Global  Plan  of  Action  for  Health 
for  All  by  the  Year  2000.  The  Assembly  also; 

• Warned  that  progress  must  accelerate  to  meet  the 
goal  of  providing  immunization  for  all  children  in  the  world 
by  1990,  and  urged  member  states  to  take  action  on  a 
five-point  plan  to  strengthen  the  Expanded  Program  on 
Immunization. 

• Urged  members  states  to  intensify  their  activities  to 
control  diarrheal  diseases  as  an  entry  point  for  primary 
health  care,  and  called  for  continuing  research  and  for  the 
provision  of  safe  drinking  water  and  environmental  sanita- 
tion for  deprived  or  undeserved  populations. 

• Asked  for  continued  close  collaboration  with  the  Uni- 
ted Nations  in  health  care  of  the  elderly. 

• Urged  member  states  to  give  fresh  attention  to  the 
need  for  national  legislation,  regulations,  or  other  measu- 
res to  give  effect  to  the  International  Code  of  Merketing  of 
Breastmilk  Substitutes,  approved  in  1981. 

• Invited  other  organizations  to  collaborate  in  carrying 
out  the  Action  Program  on  Essential  Drugs,  designed  to 
provide  the  200  basic  drugs  and  vaccines  most  needed  in 
developing  countries,  and  promised  technical  cooperation 
and  support  to  grams  on  essential  drugs. 

• Agreed  that  it  will  be  WHO  policy  to  obtain  patents  on 
health  technology  developed  through  projects  supported 
by  WHO,  to  promote  the  development,  production,  and 
wide  availability  of  health  technology  in  the  public  interest. 

• Urged  member  states  to  strengthen  cancer  control 
measures  and  agreed  to  continue  promoting  coordinated 
action  for  cancer  prevention  control  and  research. 
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MAXIMA  EXPRESION  EN  PRESIIGW  Y fflOEIKIA. 


Para  el  conductor  exigente  de  hoy... 
un  BMW  representa  la  máxima 
expresión  en  prestigio  y eficiencia. 

Para  el  consumidor  más  exigente  - para 
aquél  que  quiere  invertir  concienzuda- 
mente - para  aquél  que  desea  ser  parte 
integral  de  una  máquina  en  movi- 
miento - la  tecnología  automotriz 
pone  a su  disposición  el  BMW. 

Un  sistema  de  suspensión  único  hace 
al  conductor  de  un  BMW  "sentir"  la 


estabilidad  máxima...  y en  cuanto  a 
proteger  su  inversión,  qué  tal  si  le 
afirmamos  que  estos  automóviles 
retuvieron  77.9o/o  de  su  precio 
original  durante  los  últimos  cinco  años 
de  acuerdo  a la  edición  de  octubre  del 
"NADA  Used-Car  Guide  1980". 

Si  todo  esto  le  intriga...  le  invitamos 
a comprobarlo  visitándonos  en 
Caribe  BMW,  importadores  y repre- 


sentantes exclusivos  para  Puerto  Rico 

de  piezas  y automóviles  directamente 
de  la  fábrica  BMW  AG 

Munich,  Alemania. 


Caribe  BMW  Inc. 

Prestigio  y Eficiencia 

Ave.  Chardón,  Hato  Rey  — 754-1850 


Bactrim 

(trimethoprim  and  sulfamethoxazole/RocheJ 

succeeds 


Expanding 


therapy 


Bactrim  is  useful  for 

the  following  infec-  ^ ^ 

io  suscepibif  its  usefulness  in 
cated'o^ganlsms  antimicrobial 

(see  indications  section 
in  summary  of  product 
information): 


in  recurrent 
UTI... 

a continuing  record 
of  high  clinical 
effectiveness 
against  common 
uropathogens 


in  acute 
otitis  media 
in  children... 

effective  against 
both  major  otic 
pathogens. . .with 
b.i.d.  convenience 


in  acute  ex- 
acerbations 
of  chronic 
bronchitis 
in  adults... 

clears  the  sputum 
and  lowers  its 
volume,  on  b.i.d. 
dosage 


BACTRIM-  (trimethoprim  and  sulfamethoxazola/Rocha) 

Before  prescribing,  please  consult  complete  product  Information,  a summary  of 
which  follows: 

Indications  and  Usage:  For  the  treatment  of  urinary  tract  Infections  due  to  suscep- 
tible strains  of  the  following  organisms:  Eacherichia  coll,  Klobalella-Entarobacter, 
Proteua  mirabllls,  Proteus  vulgaris,  Proteus  morganll.  It  Is  recommended  that  Initial 
episodes  of  uncomplicated  urinary  tract  infections  be  treated  with  a single  effec- 
tive antibacterial  agent  rather  than  the  combination.  Note  The  Increasing  frequency 
of  resistant  organisms  limits  the  usefulness  of  all  antibacterials,  especially  in  these  uri- 
nary tract  infections 

For  acute  otitis  media  In  children  due  to  susceptible  strains  of  Haemophilus  Influ- 
enzae or  Streptococcus  pneumoniae  when  In  physician's  judgment  It  offers  sn 
sdvantage  over  other  antimicrobials.  To  date,  there  are  limited  data  on  the  safety  of 
repeated  use  of  Bactrim  In  children  under  two  years  of  age.  Bactrim  Is  not  Indi- 
cated for  prophylactic  or  prolonged  administration  In  otitis  media  at  any  age. 

For  acute  exacerbations  of  chronic  bronchitis  In  adults  di  e to  susceptible  strains 
of  Haemophilus  Influenzae  or  Streptococcus  pneumoniae  when  In  physicisn's  judg- 
ment It  offers  an  advantage  over  a single  sntimicrobisl  s$ent. 

For  enteritis  due  to  susceptible  strsins  of  Shigella  flexnei  l end  Shigella  sonnel 
when  antibacterial  therapy  Is  Indicated. 

Also  for  the  treatment  of  documented  Pneumocystis  carlill  pneumonitis. 
Contraindications:  Hypersensitivity  to  trimethoprim  or  sulfonamides;  patients  with  doc- 
umented megaloblastic  anemia  due  to  folate  deficiency;  pregnancy  at  term;  nursing 
mothers  because  sulfonamides  are  excreted  in  human  milk  and  may  cause  kernicterus; 
infants  less  than  2 months  of  age 

Warnings:  BACTRIM  SHOULD  NOT  BE  USED  TO  TREAT  STREPTOCOCCAL 
PHARYNGITIS.  Clinical  studies  show  that  patients  with  group  A ^-hemolytic  streptococ- 
cal lonsillopharyngitis  have  higher  incidence  of  bacteriologic  failure  when  treated  with 
Bactrim  than  do  those  treated  with  penicillin  Deaths  from  nypersensitivity  reactions, 
agranulocytosis,  aplastic  anemia  and  other  blood  dyscrasias  have  been  associated  with 
sulfonamides.  Experience  with  trimethoprim  is  much  more  limited  but  occasional  inter- 
ference with  hematopoiesis  has  been  reported  as  well  as  an  increased  incidence  of 
thrombopenia  with  purpura  in  elderly  patients  on  certain  diuretics,  primarily  thiazides 
Sore  throat,  fever,  pallor,  purpura  or  jaundice  may  be  early  signs  of  serious  blood  disor- 
ders Frequent  CBC's  are  recommended;  therapy  should  be  discontinued  if  a signifi- 
cantly reduced  count  of  any  formed  blood  element  is  noted 

Precautions:  General  Use  cautiously  in  patients  with  irr, paired  renal  or  hepatic  function, 
possible  folate  deficiency,  severe  allergy  or  bronchial  asthma  In  patients  with  glucose- 
6-phosphate  dehydrogenase  deficiency,  hemolysis,  frequently  dose-related,  may  occur 
During  therapy,  maintain  adequate  fluid  intake  and  perform  frequent  urinalyses,  with 

careful  microscopic  exarriination,  and  renal  function  tests, 
particularly  where  there  is  impaired  renal  function. 

Bactrim  may  prolong  pro  hrombin  time  in  those  receiving 
warfarin;  reassess  coagulation  time  when  administering 
Bactrim  to  these  patients 

Pregnancy:  Teratogenic  Effects;  Pregnancy  Category  C. 
Because  trimethoprim  a id  sulfamethoxazole  may  interfere 
with  folic  acid  metabolism,  use  during  pregnancy  only  if 
potential  benefits  justify  the  potential  risk  to  the  fetus. 
Adverse  Reactions:  Ah  major  reactions  to  sulfonamides 
and  trimethoprim  are  included,  even  if  not  reported  with 
Bactrim.  Blood  dyscrasias  Agranulocytosis,  aplastic  ane- 
mia. megaloblastic  anemia,  thrombopenia,  leukopenia, 
hemolytic  anemia,  purpura,  hypoprothrombinemia  and 
methemoglobinemia.  Allergic  reactions:  Erythema  multi- 
forme. Stevens-Johnson  syndrome,  generalized  skin 
eruptions,  epidermal  necrolysis,  urticaria,  serum  sickness, 
pruritus,  exfoliative  dermatitis,  anaphylactoid  reactions, 
periorbital  edema,  conjunctival  and  scleral  injection, 
photosensitization,  ar  hralgia  and  allergic  myocarditis. 
Gastrointestinal  react'ons:  Glossitis,  stomatitis,  nausea, 
emesis,  abdominal  ptiins,  hepatitis,  diarrhea,  pseudo- 
membranous colitis  and  pancreatitis.  CNS  reactions: 
Headache,  peripheral  neuritis,  mental  depression,  convulsions,  ataxia,  hallucinations, 
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caused  rare  instances  of  goiter  production,  diures  s and  hypoglycemia  in  patients; 
cross-sensitivity  with  these  agents  may  exist.  In  ra  s,  long-term  therapy  with  sulfon- 
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Bactrira 

succeeds 

in  recurrent  urinary  tract  infections 


from  site  to  source 

Bactrim  continues  to  demonstrate  high  clinical  effec- 
tiveness in  recurrent  urinary  tract  infections.  Bactrim 
reaches  effective  levels  in  urine,  serum,  and  renal 
tissue’ . . .the  trimethoprim  component  diffuses  into 
vaginal  secretions  in  bactericidal  concentrations 
and  in  the  fecal  flora,  Bactrim  effectively  suppre;,' 
Enterobacteriaceae’  ^ with  little  resulting  emerge 
of  resistant  organisms. 
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Sirviendo  a los  Socios  de  la  Cruz  Azul 


• 3,018  médicos  • 665  laboratorios 

• 680  dentistas  • 570  farmacias 

• 184  hospitales  privados  y públicos 
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Un  emblema 
que  es  una 
garantía... 

En  todo  lugar  de  Puerto 
Rico  encontrarás  este 
emblema. 

Farmacias,  hospitales, 
médicos,  laboratorios, 
y dentistas  lo  exhiben 
con  orgullo. 

Ellos  constituyen  la 
mejor  garantía  de  que 
recibirás  los  servicios 
que  adquiriste  en 
tu  contrato  con  la 
Cruz  Azul. 

Cuando  necesites 
servicios  de  salud,  acude 
inmediatamente  con  tu 
tarjeta  Cruz  Azul  a un 
proveedor  de  servicios 
que  exhiba  el  emblema 
“Bienvenidos,  Socios 
Cruz  Azul”. 

Además  de  economizar 
dinero  y tiempo, 
encontrarás  en  ellos 
una  mano  amiga  y un 
servicio  esmerado. 

Para  tu  mejor 
conveniencia,  sigue  este 
consejo  de  la  Cruz  Azul 
a toda  su  matrícula. 

LA  CRUZ  AZUL 
DE  PUERTO  RICO 
Gente  Sirviendo 
a su  Gente 
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COLUMNA 
DEL  EDITOR 


A pesar  del  escaso  material  científico  que  se  viene 
recibiendo  para  publicación,  en  este  número  hemos 
logrado  confeccionar  una  serie  de  artículos  que  en  alguna 
medida  resultarán  de  interés  para  nuestra  mezcla  hetero- 
génea de  lectores.  Entre  estos  se  incluye  un  comentario 
editorial  sobre  una  nueva  modalidad  en  el  tratamiento  de 
varices  esofágicas,  un  estudio  clínico  sobre  el  comporta- 
miento suicida  en  niños,  y la  reproducción  de  un  artículo 
que  resume  un  tema  de  actualidad  como  lo  es  el  Herpes- 
virus  genital.  Para  aquellos  con  deseos  de  medir  sus  conoci- 
mientos el  Dr.  Moisés  Santiago  Vassallo,  Presidente  de  la 
Sección  de  Medicina  Física  y Rehabilitación  nos  ha  prepa- 
rado un  “quiz”  de  esta  especialidad. 

Se  publica  por  primera  vez  la  Sección  “Medicolegal 
Decisions”,  donde  se  incluyen  decisiones  legales  sobre  la 
práctica  de  medicina  que  a nuestro  juicio  son  significativas. 
Es  necesario  destacar  que  el  arte  que  encabeza  esta  nueva 
sección  es  producto  del  esfuerzo  conjunto  de  José  L.  Liaño  y 
Juan  Marqués,  dos  jóvenes  estudiantes  de  tercer  año  del 
Colegio  Marista  de  Guaynabo.  Ellos  son  hijos  del  Dr.  Angel 
L.  Liaño  y del  compañero  de  la  Junta  Editora  Dr.  Bernardo 
Marqués.  Vaya  a los  artistas  nuestro  agradecimiento  por  su 
colaboración  con  nuestra  revista,  y a los  padres  nuestra 
felicitación  por  hijos  de  tanto  talento. 


Rafael  Villavicencio 

Presidente,  Junta  Editora 

Boletín  Asociación  Médica  de  Puerto  Rico 


ASOCIACION  MEOICA  DE  PUERTO  RICO 

boletín 


VDL.  7a/NUM  10  OCTUBRE  19B2 


NUESTRA  PORTADA 


Obra  en  óleo  sobre  masonite  36”  x 27  1 /4”  del  pintor  puertorriqueño 
José  L.  Torres  Martinó.  El  artista  nació  en  Ponce  y realizó  estudios  de 
diseño  y pintura  en  el  Pratt  Institute  de  Nueva  York.  Trabajó  en  el  taller 
de  Félix  Bonilla  en  esa  ciudad  luego  regresó  a San  Juan  y expuso  en  la 
Universidad  de  Puerto  Rico  y en  Ateneo  (1945).  Mas  tarde  le  fue  conce- 
dida una  beca  para  estudiar  en  el  New  School  for  Social  Research,  y una 
segunda  beca  le  permitió  hacer  estudios  de  arte  en  Florencia,  Italia. 

Al  regresar  fue  uno  de  los  fundadores  del  Centro  de  Arte  Puertorri- 
queño. Ha  reaUzado  murales  para  edificios  públicos  del  país  e ilustrado 
libros  y pubücaciones  para  el  Instituto  de  Cultura  Puertorriqueña. 

Con  relación  al  título  de  la  obra  nos  dice  el  autor;  “Yo  vivo  obsesio- 
nado por  el  paisaje  sediento  del  sur  de  la  Isla.  Este  óleo  se  basa  en  moti- 
vaciones sugeridas  por  esa  zona  geográfica.  Intenté  interpretar  su  luz,  el 
particular  drama  de  esa  luz  sobre  una  vegetación  desesperada  y seca. 
Algunos  han  visto  en  el  cuadro  insinuaciones  de  la  crucifixión,  otros  ven 
plantas  y raíces,  y dá  la  casuahdad  que  así  había  titulado  yo  la  obra.  Pero 
los  títulos  son  datos  convencionales,  a veces  incluso  claves  de  entendi- 
miento. Lo  más  pertinente,  sin  embargo,  será  siempre  lo  que  cada  cual 
logre  ver  y apropiarse”. 

La  obra  que  aparece  en  nuestra  portada  se  halla  expuesta  en  elTaUer- 
Galería  André  en  el  Condominio  El  Centro  I de  Hato  Rey,  formando 
parte  de  una  exposición  colectiva  de  artistas  puertorriqueños.  La  Aso- 
ciación Médica  de  Puerto  Rico  agradece  alartista  y al  Sr.  Andrés  Marrero 
su  colaboración  con  nuestra  revista. 
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Therapeutic  Alternatives 
for  Bleeding 
Eshophageal  Varices 


Although  a high  percentage  of  patients  with  hepatic 
cirrhosis  develop  esophageal  varices,  it  appears  that 
only  a minority  of  these  patients  bleed  from  their  varices. 
Once  these  patients  suffer  their  first  variceal  hemorrhage 
they  are  in  greater  risk  of  recurrent  variceal  bleeding,  which 
will  contribute  significantly  to  their  morbidity  and  mortality. 

The  outcome  of  conservative  medical  management  of 
esophageal  variceal  hemorrhage  is  unsatisfactory,  mortality 
being  42%  at  6 weeks,  60%  of  early  deaths  were  attributable  to 
variceal  hemorrhage.  The  use  of  balloon  tamponade  carries 
an  in-hospital  mortality  of  60%. 

The  result  of  surgical  management  appear  also  disappoin- 
ting. Different  porta-systemic  shunts  have  been  devised  (end 
to  side,  side  to  side,  meso-caval,  meso-renal...),  all  are  desig- 
ned to  reduce  portal  venous  pressure  by  shunting  blood  into 
the  systemic  venous  circulation  from  the  portal  system.  Portal 
blood  flow  is  of  significant  value  in  preserving  hepatic  func- 
tion. The  price  of  portal  decompression  is  always  reduced 
hepatic  perfussion  with  portal  blood,  this  results  in  the  repor- 
ted and  well-know  significant  incidence  of  post-shunt  hepatic 
encephalopathy  and  hepatic  failure.  Emergency  shunt  surgery 
carries  a 47-50%  mortality  rate.  Only  one  type  of  shunt  sur- 
gery appears  to  preserve  portal  blood  flow,  the  distal  splenore- 
nal shunt  or  Warren’s  shunt,  whichy  when  performed 
electively  on  selected  patients  has  been  shown  to  be  as  effec- 
tive as  the  nonselective  shunts  in  preventing  further  episodes 
of  variceal  bleeding,  while  carrying  a lower  incidence  of  hepa- 
tic encephalopathy  (12%  at  3 yrs.  compared  with  52%  in  the 
nonselective  shunt  group).  Unfortunately  many  patients  are 
not  candidates  for  elective-selective  shunts  because  of  inade- 
quate liver  function,  anatomical  factors  (portal  vein  thrombo- 
sis), or  the  presence  of  other  medical  conditions  which  would 
increase  the  risk  of  surgery. 

During  the  past  few  years  renewed  interest  has  emerged  in 
a procedure  that  was  used  as  early  as  the  late  1930’s  and  40’s, 
but  its  widespread  use  was  discouraged  because  of  its  signifi- 
cant complications  and  the  introduction  of  the  portocaval 
shunts  around  1945.  Now  with  the  decline  in  interest  for  the 


shunt  surgery,  the  widespread  use  of  flexible  fiber  optic  endos- 
copy, and  the  want  for  additional  methods  for  the  manage- 
ment of  bleeding  varices,  endoscopic  variceal  sclerosis  (EVS) 
or  sclerotherapy  is  re-introduced.  Although  the  results  of 
recent  studies  as  published  by  Terblanche  J.  et  al,  Sivak  M.V. 
et  al.  Bowers  J.H.,  Macdougall  BRD.  et  al  and  Hughes  R.W.. 
Jr.  et  al,  all  appear  promising,  many  questions  remain  about 
sclerosing  agents,  endoscopic  techniques,  and  guidelines  for 
effective  use  and  limitations  of  these  techniques.  The  patient 
who  will  undergo  EVS  must  be  willing  to  go  through  a series 
of  endoscopic  procedures  and  repeated  injections.  Even  if  all 
varices  become  obliterated  or  sclerosed  with  repeated  proce- 
dures, recurrence  of  new  variceal  channels  may  occur  with 
time  (Macdougall  reports  a 36%  1-yr.  variceal  recurrence 
rate),  which  means  that  patients  probably  will  require  perio- 
dic endoscopic  surveillance  for  the  rest  of  their  lives.  This 
form  of  therapy  does  nothing  to  alter  the  underlying  liver 
disease,  except  that  it  may  prevent  further  hepatic  deteriora- 
tion by  preventing  acute  or  repetitive  severe  blood  loss  and 
related  complications,  while  preserving  portal  blood  flow. 

Recent  medical  literature  support  the  effectiveness  of  EVS 
in  controlling  acute  variceal  hemorrhage  (90-95%),  in  decrea- 
sing the  rebleeding  episodes  and  thereby  significantly  redu- 
cing transfusion  requirements,  and  in  producing  longer 
survival  than  control  patients. 

In  conclusion  it  must  be  said  that  by  no  means  is  EVS  the 
panacea  for  treatment  of  the  patient  with  bleeding  varices,  but 
when  comparing  its  risks  and  disadvantages  against  other 
available  forms  of  therapy,  be  it  on  the  variceal  bleeder  who  is 
not  a surgical  candidate,  as  a tool  for  the  control  of  acute 
hemorrhage,  or  as  a temporizing  measure  while  preparing  the 
patient  for  an  elective  distal  splenorenal  shunt,  EVS  appears 
as  a worth  while  and  probably  better  form  of  therapy. 


FRANCISCO  VIZCARRONDO,  M.D. 
Instituto  de  Gastroenterol ogía  de  Puerto  Rico 
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Comportamiento  Suicida 
en  Niños 

Annetle  L.  Pagán  Castro,  M.D. 

Carmen  E.  Parrilla  Cruz,  Ph.D. 

José  A.  Sánchez  Lacay,  M.D. 

Resumen:  Los  autores  investigaron  el  comportamiento  sui- 

cida manifestado  por  idea,  amenaza  e intento  en  37  niños  con 
diagnóstico  de  depresión  en  una  clínica  de  salud  mental  entre  las 
edades  de  6 a 12  años  cumplidos.  Se  estudiaron  las  variables 
edad,  zona  residencial,  escolaridad,  sintomatología,  comporta- 
miento suicida,  motivación,  composición  familiar,  concepto  de 
muerte  y corriente  intelectual.  Población:  varones  62.1%.  La 
mayor  distribución  en  edad  fue  de  6-7  años  y 1 0-1 1 años.  El  primer 
intento  suicida  ocurrió  a los  10  años  en  un  27.7%  y luego  a los  6 y 
8 años  con  un  28.2%.  Es  notable  señalar  que  en  las  edades  de  6 a 
8 años  el  porcíento  del  primer  intento  es  alto.  Los  niños  de  6 años 
usan  métodos  violentos,  las  niñas  de  10,  11  y 12  años  usan 
medicamentos  señalando  diferentes  síntomas  relacionados  con 
afecto  mientras  los  varones  presentan  más  problemas  de 
comportamiento. 


Puerto  Rico  es  un  ejemplo  clásico  de  la  nación  sometida  a 
vertiginosos  cambios  sociales  en  unos  pocos  años.  De 
una  sociedad  con  economía  predominantemente  agrícola  a 
una  sociedad  industrial  importadora  de  casi  todos  los  pro- 
ductos de  consumo.  De  un  país  rural  a una  isla  ciudad  con 
tres  millones  y medio  de  habitantes. 

Puerto  Rico  es  uno  de  los  primeros  países  en  el  consumo 
de  bebidas  alcohólicas,  tiene  una  alta  incidencia  en  consumo 
de  drogas,  una  alta  incidencia  de  accidentes  automovilísti- 
cos, una  alta  tasa  de  desempleo,  una  alta  incidencia  de 
crímenes,  violaciones  y apropiaciones  agravadas,  una  alta 
incidencia  de  enfermedades  venéreas  y una  alta  tasa  de 
divorcios  donde  el  50%  de  los  matrimonios  terminan  en 
desvinculación  legal. 

En  este  contexto,  la  calidad  de  vida  en  la  sociedad  puer- 
torriqueña está  cambiando  a pasos  agigantados.  Traducién- 
dose, a veces,  en  problemas  de  ajuste  y adaptación. 

El  tema  de  suicidio  en  niños  y adolescentes  es  tanto 
controversible  como  alarmante.  Provee  diversidad  de  reac- 
ciones entre  los  proveedores  de  servicios  de  salud,  los  investi- 
gadores y en  la  sociedad  en  general. 

Departamento  de  Psiquiatría,  Universidad  de  Puerto  Rico.  Recinto  de 
Ciencias  Médicas. 


Es  comportamiento  observado  que  comienza  a llamar  la 
atención  aún  cuando  en  Puerto  Rico  apenas  se  conoce  el 
tema.  La  literatura  internacional  identifica  algunos  estudios 
realizados  concediéndole  mayor  atención  al  suicidio  en  la 
población  adulta. 

El  suicidio  puede  ocurrir  en  la  infancia,  en  la  preadoles- 
cencia, en  la  adolescencia,  y en  la  adultez.  Según  estudios 
realizados  por  el  psiquiatra  James  M.  Toolan  en  Vermont’, 
más  hombres  que  mujeres  mueren  por  suicidio  en  todos  los 
grupos  de  edad  alrededor  del  mundo.  Indica  además,  que  la 
incidencia  de  intento  es  mayor  entre  las  mujeres. 

Resulta  difícil,  para  el  investigador,  obtener  estadísticas 
confiables  en  casos  de  suicidio  y es  prácticamente  imposible 
obtener  datos  específicos  de  los  intentos  suicidas. 

Las  estadísticas  internacionales  no  pueden  compararse 
estrictamente  por  las  diferencias  en  términos  de  los  procedi- 
mientos que  se  utilizan  al  informarlas.  Muchos  suicidios  no 
se  reportan  en  países  donde  la  actitud  del  gobierno  hacia  el 
suicidio  no  es  favorable  por  factores  sociales,  religiosos  o 
políticos. 

De  los  informes  de  la  Organización  Mundial  de  la  Salud 
(1956)  en  1 19  países  se  ve  que  entre  la  edades  de  10-14  años  la 
proporción  es  relativamente  baja.  Aúp  en  Alemania  que 
tiene  el  índice  de  mortalidad  más  alto  1.9  para  niños,  0.5 
para  las  niñas.  En  los  Estados  Unidos 0.7  para  niños  y 0.2  para 
niñas.  En  el  grupo  de  edad  de  15-19  años  el  porciento  sube 
marcadamente.  La  mediana  para  los  varones  es  5.6  y 2.5 
para  niñas  (muertes  por  100,000). 

En  años  mas  recientes  el  porciento  de  mortalidad  ha 
aumentado  en  diferentes  países. 

El  suicidio  en  el  niño  se  utiliza  para  definir  la  muerte  auto 
infligida  que  ocurre  antes  del  cumpleaños  número  1 5 y como 
suicidio  en  adolescentes  como  la  muerte  que  ocurre  entre  los 
15  -19.  Estos  grupos  de  edades  se  utilizan  en  la  Oficina 
Nacional  de  Censo  División  de  Estadísticas  de  Salud  y la 
Organización  Mundial  de  la  Salud. 

En  1978  el  porciento  de  mortalidad  para  las  edades  de 
10-14  fue  de  0.81/100,000.  Los  niños  suicidas  representaban 
el  0.55%  de  todos  los  suicidios.  La  proporción  de  mortalidad 
para  adolescentes  aumenta  10  veces  para  un  7.95%  de  la 
muertes  en  la  adolescencia. 

Los  datos  señalan  una  escasa  representación  de  suicidio 
en  el  grupo  de  15-19  años  y una  representación  todavía  más 
baja  en  los  de  10-14.  En  resumen  la  muerte  por  suicidio  no  es 
importante  en  términos  de  salud  pública  ya  que  es  raro.  Lo 
es  en  términos  de  los  factores  que  protegen  al  niño  del 
mismo.  Estos  incluyen  el  sostén  que  reciben  los  niños  de  la 
red  familiar,  la  falta  de  predisposición  a desórdenes  afectivos 
y la  inmadurez  cognoscitiva  de  los  niños. 

Hay  una  relación  directa  entre  el  porciento  de  suicidio  y 
el  aumento  en  edad.  Es  importante  señalar  que  desde  1962  es 
política  de  la  División  de  Estadísticas  Vitales  de  la  OMS  no 
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tabular  la  muerte  de  niños  menores  de  8 años  como  suicidio, 
no  importa  la  información  registrada  en  el  Centro  de  Defun- 
ción. Esto  explica  que  las  estadísticas  indican  que  las  muer- 
tes por  suicidio  en  niños  no  ocurran  antes  de  los  5 años  y 
virtualmente  no  existan  entre  los  5-9  años  de  edad  ya  que  no 
se  incluyen. 

Las  estadísticas  de  mortalidad  se  han  utilizado  para 
sugerir  que  un  suicidio  consumado: 
primero  -es  raro  en  niños  pre  puberales 

-ocurre  más  en  varones  que  en  niñas 
-ha  mostrado  una  baja  indicencia  en  niños 
pequeños  sin  embargo,  una  marcada  tendencia 
de  aumentar  en  adolescentes  y adultos  jóvenes 
-ocurre  en  proporción  diferente  en  los  diferentes 
grupos  étnicos 

Jacobziner^  y Toolan^  han  sugerido  que  existe  un 
estigma  social  asociado  al  suicidio,  que  lleva  a que  no  se 
reconozca  y es  muy  problable  que  esto  ocurre  en  el  caso  de 
los  niños. 

Cynthia  Pfeffer,'*  psiquiatra  de  niños  en  la  Universidad  de 
Cornell,  señala  que  muchas  de  las  teorías  de  suicidio  se  han 
derivado  de  las  observaciones  de  adultos.  Es  necesario  inte- 
grar teorías  psícoanalíticas,  sociales  y de  desarrollo  para 
lograr  comprender  la  conducta  suicida  en  los  niños. 

Como  lo  demuestra  la  Dra.  Pfeffer,  entre  otros,  el  por- 
centaje de  ideas  y de  conducta  suicida  en  niños  es  alto  y 
alarmante. 

Toolan*  señala  que  el  nivel  de  suicidio  en  los  niños  está 
aumentando  y las  estadísticas  dicen  poco  por  que  muchos  de 
estos  están  disfrazados  como  accidentes. 

En  su  experiencia  en  una  unidad  de  adolescentes,  Too- 
lan*  encontró  en  un  año  que  la  mitad  de  las  admisiones  eran 
por  gestos  o amenazas  suicidas. 

Como  dato  interesante  apunta  Toolan  que  un  número 
significativo  de  “jovencitos”  con  intento  suicidas  ha  perdido 
uno  a ambos  padres.  Señala  más  adelante  “la  gran  mayoría 
de  jovencitos  que  amenazan  o intentan  suicidio  estaban 
deprimidos  en  grado  significativo”. 

El  riesgo  de  conducta  suicida  entre  los  niños  es  multi- 
factorial. Va  desde  factores  demográficos,  influencia  fami- 
liar, depresión,  funcionamiento  del  ego,  el  concepto  de 
muerte  hasta  las  motivaciones  suicidas.  Es  un  todo,  se  se 
considera  el  efecto  de  la  interacción  de  los  factores  ecológi- 
cos y la  estructura  intrasíquica  del  niño. 

Cynthia  Pfeffer*  expone  que  la  infuencia  de  edad,  sexo  y 
raza  en  la  incidencia  de  conducta  suicida  entre  los  niños  en 
latencia  no  ha  sidg  dilucidada  en  gran  medida  porque  resulta 
difícil  el  obtener  una  muestra  grande  al  azar  para  estudiar  el 
problema  Según  Pfeffer’  — “un  espectro  de  la  conducta  sui- 
cida en  niños  puede  ser  descrito  incluyendo  conducta  no 
suicida,  ideas  suicidas,  amenazas,  intentos  y suicidio 
consumado” 


Sistema  Familiar  del  Niño  Suicida 

La  organización  del  sistema  familiar  del  niño  suicida  se 
caracteriza  por  un  funcionamiento  con  una  ambivalencia 
intensa,  patrones  rígidos  de  interacción,  pobre  identidad 
como  unidad  familiar  debido  a la  falta  de  diferenciación  de 
fronteras  generacionales,  regresiones  a estados  de  funciona- 
miento del  ego  primitivo  colectivo,  niveles  de  desesperación, 
autoestima  baja  y depresión  de  cualquier  intento  de  diferen- 


ciación familiar  -individualización  de  algunos  de  sus 
miembros  representa  una  amenaza. 

Cynthia  Pfeffer  presenta  en  su  artículo  ‘‘''The  Family 
System  of  Suicidal  Children"^  las  características  del  sistema 
familiar  en  niños  suicidas  en  la  latencia  que  están  hospitali- 
zados. Ella  considera  entre  estas  características  se  encuentra 
la  falta  de  fronteras  generacionales,  conflictos  severos  en  la 
relación  entre  los  esposos;  sentimiento  de  los  padres  y pro- 
yectados en  los  niños,  relaciones  simbióticas  padres  hijo  y un 
sistema  familiar  inflexible. 

Sabbath,^  describió  la  hipótesis  del  niño  sacrificable  — 
desechable.  Este  concepto  presume  un  deseo  de  los  padres 
“consciente  o inconsciente”  hablado  o no  hablado  que  el 
niño  interpreta  como  su  deseo  de  deshacerse  de  él  para 
morir;  y los  conflictos  con  la  madre  (como  persona  clave)  al 
identificarse  el  niño  con  la  depresión  materna. 

Estudios  empíricos  — Pfeffer  y asociados'®  mostraron 
que  el  comportamiento  suicida  de  los  padres  tiene  un 
efecto  definitivo  en  los  niños  en  latencia. 


Cuadro  clínico 

Glasé  ha  señalado"  que  el  niño  se  siente  desesperanzado, 
presenta  culpa,  autoestima  baja,  sentimientos  de  no  ser  que- 
rido, pobre  aprovechamiento  académico,  depresión,  reac- 
ciones emocionales  intensas,  baja  tolerancia  a la  frustración 
y disturbios  emocionales  serios. 

Cynthia  Pfeffer  señaló  además  que  la  ansiedad,  agresión 
severa,  las  rabietas  destructivamente  en  términos  del  afecto  y 
comportamiento  eran  frecuentes.  Además  encontró  depre- 
sión, desesperanza,  menosvalía,  pobre  control  de  impulso  y 
deseo  de  morir. 

Gould"  ha  señalado  que  los  niños  utilizan  el  pensa- 
miento mágico  o grandioso  para  enmascarar  sentimientos 
de  inadecuacidad  y minusvalía.  Enfatiza  la  depresión  como 
uno  de  los  síntomas  cardinales  más  frecuentes  que  se  ve  en 
los  niños  y adolescentes  con  intentos. 


Motivación  - Factores  Precipitantes 

Cynthia  Pfeffer  considera  que  las  motivaciones  que  lle- 
van al  comportamiento  suicida  en  los  niños  incluye  fantasías 
conscientes  inconscientes,  deseos,  miedos  o prohibiciones. 

Bender  y Schilder  en'^  manifestaron  la  hipótesis  de  que 
los  niños  suicidas  en  la  edad  de  la  latencia  pueden  reaccionar 
a una  situación  insoportable  como  es  la  privación  de  amor 
en  tendencias  agresivas  que  son  dirigidas  en  contra  de  aque- 
llos que  niegan  el  amor. 

Otro  deseo  es  reunirse  con  un  familiar  muerto  y dismi- 
nuir la  soledad  según  Toolan''*,  Mattson,  Hawkins'*. 

Otras  motivaciones  son  la  manipulación  y el  castigo  de 
los  padres  con  la  ganancia  de  más  amor. 

Ackerly  en  sus  estudios'*  demostró  que  a menudo  la 
esperanza  y la  expectativa  del  niño  suicida  es  encontrar  en  la 
muerte  los  placeres  no  satisfechos  y la  satisfacción  narcicista 
negada  en  la  realidad. 

Mattson,  Haukins  y Seege'*  consideraron  que  este  fenó- 
meno de  pedir  ayudares  una  acción  para  remedir  la  situación 
presionante  del  medioambiente  o un  intento  de  aliviarse  la 
tensión  y la  confusión  de  una  descompensación  psicótica. 

Lukianowicz'’  en  Irlanda  encontró  que  aquellos  factores 
vinculados  al  comportamiento  suicida  son  percibidos  por  el 
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niño  como  amenaza  o peligro  (como  el  forzarlo  ir  a clases, 
separación  de  la  persona  amada  o sustituto,  o un  rechazo  de 
los  padres.  El  niño  siente  que  el  único  escape  para  él  es  el 
suicidio. 


Concepto  de  Muerte 

Integralmente  asociado  al  suicidio  se  encuentra  el  con- 
cepto de  muerte  del  individuo.  Para  atender  el  porqué  una 
persona  se  priva  de  su  vida  debe  entenderse  que  es  lo  que  la 
vida  significa  para  la  persona. 

El  suicidio  en  los  niños  es  particularmente  trágico  ya  que 
ellos  no  parecen  estar  conscientes  de  su  propia  mortalidad. 
Paradójicamente  un  niño  quizás  quiera  matarse  pero  no 
morir.  Esto  es,  la  muerte  es  simple  y trágicamente  igualada  al 
escapar  o huir  de  una  situación  insoportable.  Sin  realizar  que 
la  muerte  es  final  el  niño  mide  su  propia  vida  con  una  medida 
defectuosa.  Los  niños  pequeños  tienen  un  concepto  cualitati- 
vamente deficiente  y frecuentemente  distorsionado  al  compa- 
rarse con  un  adulto  maduro. 

Nagy  en'*  publicó  un  estudio  sobre  la  secuencia  de  desarro- 
llo en  el  concepto  de  muerte  en  los  niños.  Encontró  que  a base 
de  composiciones  dibujos  y discusiones  los  niños  de  1-5  años 
se  caracterizan  por  negación  de  la  muerte.  En  el  estadio  2 (de  5 
a 9 años)  personifica  la  muerte,  es  aceptada  pero  rehuida.  A 
partir  de  los  9 años,  el  niño  comienza  a tomar  conocimiento 
que  la  muerte  es  una  cesación  final  de  las  actividades  cor- 
porales. 

Anthony'^  estudió  el  sentido  que  los  niños  atribuyen  a la 
muerte  en  ambos  niveles  emocionales  y cognoscitivos.  Aso- 
cian la  muerte  a miedos  internos  y sentimientos  de  separación, 
soledad,  impulsos  agresivos  y de  nacimiento. 

La  muerte  no  es  necesariamiente  horrible  o final  para  los 
niños.  Se  refuerza  este  concepto  por  los  cuentos  de  hadas, 
héroes  y heroínas. 

Si  el  concepto  es  tan  flexible  en  los  estadios  más  temprano 
el  mismo  puede  estar  distorsionado.  Al  atribuirle  cualidades 
de  vida  puede  identificarse  como  un  estado  que  llena  unas 
necesidades.  Pueden  combinarse  algunos  elementos  y ser  cata- 
lizador para  el  comportamiento  suicida  en  los  niños. 

Schilder  & Wechsler^°  disertan  sobre  el  enlace  entre  el  con- 
cepto de  muerte  en  los  niños  y el  comportamiento  suicida.  La 
creencia  del  niño  de  que  la  muerte  es  reversible  servirá  como 
una  fuerza  motivadora  para  el  comportamiento  suicida. 


Definiciones  Funcionales 

Se  entenderá,  para  efecto  de  esta  investigación,  cada  uno 
de  los  conceptos  como  sigue: 

edad  - años  cumplidos  al  momento  de  solicitar  los 
servicios 

zona  - ubicación  territorial  de  la  residencia  por  municipio 
y por  sector  específico 

escolaridad  - grado  que  cursa  al  momento  de  la  entrevista 

sintomatología  - manifestaciones  clínicas  que  preceden 
y/o  continúan  a la  aparición  del  comportamiento  suicida 

comportamiento  suicida  - pensamiento,  ideas,  amenazas 
y/ o acciones  que  puedan  causar  daño  a sí  mismo  o muerte 


motivación  - razón  que  manifiesta  el  niño  para  explicar  su 
comportamiento 

I.Q.  - cociente  intelectual  que  se  mide  mediante  pruebas 
psicométricas 

composición  familiar  - conjunto  de  datos  que  incluyen 
grupo  de  personas  que  integran  la  familia  (número  de 
miembros,  relaciones  entre  padres,  padre-hijo,  historial 
de  enfermedad  físico  o mental,  historial  de  suicidio,  posi- 
ción ordinal  del  niño  en  relación  a sus  hermanos. 

clínica  de  niños  - centro  de  servicio  para  evaluación, 
diagnóstico  y tratamiento  para  niños  de  0 a 18  años  con 
problemas  de  aprendizaje,  cognoscitivos,  de  conducta,  de 
relaciones  interpersonales  y problemas  emocionales  ubi- 
cada en  el  Hospital  Universitario  de  Niños  en  el  Centro 
Médico  de  Puerto  Rico 

concepto  de  muerte  - percepción  que  tiene  el  niño  de  la 
terminación  de  la  vida  manifestado  mediante  (entrevis- 
tado al  niño)  pruebas  proyectivas. 


Métodos 

De  los  460  niños  en  la  Clínica  de  Niños  de  Salud 
Mental  Hospital  Universitario  de  Niños,  Centro  Médico  de 
Puerto  Rico,  desde  el  1°  de  julio  de  1979  hasta  el  30  de  octubre 
de  1981  se  identificaron  37  con  diagnóstico  de  depresión. 
Todos  ellos  manifestaron  ideas,  amenazas  y/o  intentaron  (en 
una  o más  ocasiones)  quitarse  la  vida.  Los  niños  estaban  entre 
las  edades  de  6-12  años  cumplidos.  La  muestra  tiene  un  100% 
de  representatividad.  Se  seleccionaron  seis  niños  para  la  discu- 
sión detallada  y presentación  de  casos. 

Se  revisaron  los  expedientes  de  los  37  niños  y niñas.  Se 
sometió  a seis  de  ellos  a una  batería  de  pruebas  psicológicas  y 
psicométricas  tales  como  el  WISC,  Stanford  Binet,  Prueba  e 
Dibujo  de  la  Persona,  Prueba  de  Dibujo  de  la  Familia,  el  CAT 
y el  Rorschar.  Se  entrevistó  simultáneamente  y por  separado  a 
los  padres  o encargados.  La  entrevista  fue  estructurada.  Se 
hicieron  y registraron  observaciones  del  niño  en  interacción 
con  los  psicólogos  y con  los  psiquiátras.  Se  hicieron  y registra- 
ron observaciones  del  niño  y sus  padres.  Se  hicieron  y registra- 
ron observaciones  de  los  padres  en  interacción  con  los 
entrevistadores.  Se  utilizó  estadísticas  descriptiva:  frecuencia 
por  ciento  y Chi.^ 

Resultados 

En  términos  de  la  población  la  mayoría  de  los  estudiantes 
eran  varones  en  un  62.1%.  La  mayor  distribución  en  términos 
de  edad  se  da  en  los  grupos  de  ^ y 7 años  y 10  y 11. 

Respecto  a la  sintomatología,  se  establecieron  las  siguien- 
tes categorías  para  fines  de  estudio:  manifestaciones  relaciona- 
das con  afecto,  problemas  de  comportamiento  y quejas 
somáticas.  Fueron  agrupadas  según  comunicación  (ad  verba- 
tum)  del  paciente.  Las  manifestaciones  relacionadas  con 
afecto  fueron:  depresión,  coraje,  agresividad,  desesperación, 
tristeza,  llanto  y aburrimiento.  Las  quejas  somáticas  incluye- 
ron vómitos,  dolor  de  cabeza,  mareos,  enuresis,  anorexia, 
cansancio  y problemas  de  sueño  (insomnio,  pesadillas).  Como 
problemas  de  comportamiento  se  incluyeron  mentir,  comerse 
las  uñas,  inquietud,  desobediencia,  huir  del  hogar,  autoagre- 
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sión,  rabietas,  manipulaciones,  destructividad,  rebeldía,  pro- 
blemas escolares  y de  aprovechamiento.  Dichas  categorías 
corresponden  a las  reportadas  en  la  literatura.  En  nuestra 
experiencia,  estas  categorías  son  las  mismas  quejas  que  traen 
los  niños  a la  Clínica  de  Salud  Mental.  En  todo  caso,  lo  que 
varía  es  la  intensidad  y la  frecuencia  en  que  aparecen. 

Al  comportamiento  suicida  categorizado  por:  ideas,  ame- 
naza, primer  intento,  y segundo  intento  se  manifestó  en  la 
frecuencia  como  sigue:  el  19%  de  los  estudiados  presentaron 
ideas  26.1%  amenazó,  un  35.7%  hizo  un  primer  intento  y un 
9.5%  hizo  un  segundo  intento.  Los  que  amenazaron  e intenta- 
ron constituyen  un  7.1.  Un  2.2%  intentó  hacerse  daño  en  4 
ocasiones. 


TABLA  I 


Edad  por  Idea,  Amenaza,  Primer  y 

Segundo  Intento 

Edad 

Idea 

Amenaza 

Intento  1° 

Intento  2° 

6 

12.5% 

21.4% 

22.2% 

20% 

7 

25.0 

14.2 

5.5 

20 

8 

0 

7.1 

22.2 

20 

9 

25.0 

7.1 

5.5 

0 

10 

12.5 

28.5 

27.7 

20 

11 

12.5 

7.1 

11.1 

20 

12 

12.5 

14.2 

5.5 

0 

TOTAL 

100% 

100% 

100% 

100% 

Entre  los  motivos  que  señalan  los  niños  detrás  de  su  com- 
portamiento se  encuentran:  problemas  de  relación  con  los 
padres  (obtener  atención  de  padres,  asustar  a madre,  madre  la 
regañó,  coraje  con  padre  alcohólico,  rechazo  y maltrato  de  la 
madre,  problemas  de  los  padres,  no  la  complacen,  no  lo 
merecen,  no  lo  dejan  salir  con  amigos);  problemas  de  relacio- 
nes con  los  hermanos  (hermanos  se  burlan  cuando  le  pegan, 
hermano  hizo  intento  de  seducción);  “nadie  lo  quiere”, 
“quiere  morir”;  y por  último,  tiene  enfermedad  física  (ha 
sufrido  tres  operaciones  de  corazón  abierto,  tiene  diabetes). 
Estas  motivaciones  coinciden  con  las  descritas  en  la  literatura 
científica. 


Entre  las  formas  de  hacerse  daño  expresadas  por  los  niños 
están  por  orden  de  frecuencia  de  aparición:  saltar  de  piso  alto, 
tomar  pastillas  (medicamentos),  ahorcarse,  tirarse  frente  a un 
carro  en  movimiento,  usar  armas  cortantes  (enterrarse  tijeras 
o cuchillos),  tomar  gasolina  y tirarse  al  mar.  Difieren  de  las 
usadas  por  los  adultos  en  Puerto  Rico.  Hay  niños  que  siguie- 
ren más  de  una  forma  de  atentar  contra  su  vida  y otros  que  no 
especifican  un  método  en  particular.  Entre  los  métodos  más 
frecuentes  se  encuentran  el  tomar  pastillas  (medicamentos)  en 
un  26.6%  ahorcarse  y/o  saltar  de  un  piso  alto  en  un  1 3.3%.  Un 
24%  verbaliza  que  se  quire  matar  sin  especificar  cómo. 

Mientras  la  literatura  señala  el  tirarse  de  piso  alto  y otros 
métodos  violentos  (herirse,  cortarse,  escaldarse  según  Paulson 
y Pfeffer)  como  los  más  frecuentes  entre  los  niños  de  diversos 
países,  encontramos  que  en  Puerto  Rico  la  ingestión  de  drogas 
(tomar  pastillas)  es  el  método  más  frecuente.  Se  hace  notar  que 
estos  datos  coinciden  con  los  hallazgos  de  Ulf  Otto  y Bergs- 
trand  en  Estocolmo,  Suecia,  para  el  año  de  1962.  Es  intere- 
sante el  hecho  de  que  la  literatura  señale  que  muchos  niños 
dicen  querer  matarse  pero  no  morirse  y se  encontró  esto  en  la 
población  puertorriqueña  estudiada.  Hay  niños  que  verbali- 
zan  querer  matarse  pero  paradójicamente  no  quieren  morirse 
dado  que  su  concepto  de  muerte  es  defectuoso.  No  coinciben 
la  muerte  como  un  hecho  irreversible. 


Edad  X idea  amenaza  intento 

Encontramos  en  la  tabla  referente  a la  edad  por  idea, 
amenaza  e intento  de  la  idea  se  presentó  en  un  25%  en  las 
edades  de  7 a 9 años,  seguido  de  un  12.5%  a los  6 años.  La 
amenaza  se  manifestó  en  el  grupo  de  10  años  con  un  28.5%  y 
en  el  de  6 años  con  un  2 1 .4%.  El  primer  intento  suicida  ocurrió 
mas  frecuentemente  a la  edad  de  1 0 años  en  un  27.7%  y luego  a 
los  6 y 8 años  con  un  22.2%  respectivamente.  La  literatura 
reporta  un  aumento  del  comportamiento  suicida  a mayor 
edad.  En  este  estudio  la  frecuencia  mayor  de  intento  es  a los  10 
años,  sin  embargo  es  notable  señalar  que  en  las  edades  de  6-8 
años  el  porciento  del  primer  intento  es  alto.  Cabe  preguntar  si 
es  que  el  fenómeno  se  está  dando  en  niños  cada  vez  más 
pequeños  y no  es  señalado  en  la  literatura  al  no  estudiarse 
dicha  población. 

El  segundo  intento  suicida  se  reportó  en  un  20%  en  cada 
una  de  las  edades  de  6-7-8-10  y 1 1 años. 


TABLA  II 


Edad  por  Metodología 

METODOS 

EDAD 

NI. 

Saltar 

Pastillas 

Ahorcarse 

Carro 

Cortarse 

Gasolina 

Mar 

6 

25 

16.6 

33.3 

100 

33.3 

100 

100 

7 

50 

16.6 

8 

50 

16.6 

9 

50 

33.3 

10 

41.6 

16.6 

33.3 

11 

16.6 

16.6 

12 

25 

8.3 

16.6 

TOTAL  100% 

= 5.3 
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En  términos  de  las  edades  con  relación  al  método  utilizado 
para  hacerse  daño  encontramos  que  los  niños  de  6 años  prefie- 
ren métodos  violentos  como  lo  es  el  ahorcarse  y el  cortarse  en 
un  33.3%  con  respecto  a los  niños  mayores.  Mientras  que  los 
niños  de  10,  1 1 y 12  años  recurren  más  a la  ingestión  de 
medicamentos  en  un  66.5.  Esto  es  estadísticamente  significa- 
tivo el  Chi^  fue  de  5.4. 

La  sintomatología  en  términos  de  afecto,  comportamiento, 
quejas  somáticas,  se  distribuye  como  sigue;  las  niñas  presentan 
síntomas  relacionados  con  afecto  en  un  51.2%  mientras  que 
los  varones  presentan  más  problemas  de  comportamiento  en 
un  40.7%. 

En  términos  de  sexo  por  idea,  amenaza  e intento  se  encon- 
tró que  los  niños  (varones)  constituyen  el  grupo  que  más 
amenaza  y manifiesta  ideas  suicidas;  sin  embargo  las  niñas 
poseen  el  mayor  número  de  SEGUNDOS  intentos  (60%).  Se 
encontró  un  mayor  número  de  ideas,  amenazas  en  los  niños, 
mientras  que  un  primer  intento  ocurrió  en  la  misma  propor- 
ción para  ambos  sexos. 

TABLA  ni 


Sexo  por  Idea,  Amenaza,  Intento 

Sexo 

Idea 

Amenaza 

Intento  1° 

Intento  2® 

F 

(2)  11.1% 

(4)22.2% 

(9)  50% 

(3)  16.6% 

M 

(6)  22.2% 

(10)37.0% 

(9)  33.3% 

(2)  7.4% 

Hay  una  diferencia  significativa  en  X^=14.5  en  la  metodo- 
logía por  sexo.  El  saltar  de  un  piso  alto  es  utilizado  más  por  los 
varones  en  un  75%.  El  tomar  pastillas  es  utilizado  por  las  niñas 
en  un  80%  de  los  casos.  Un  83.3%  de  los  niños  utiliza  el 
ahorcarse.  Los  niños  utilizan  las  armas  cortantes  en  un  66.6%. 

Es  sumamente  significativo  el  hecho  de  que  las  niñas  pre- 
fieran tomar  pastillas,  método  que  se  considera  de  acción  más 
lenta,  en  comparación  a los  varones  que  utilizan  otros  méto- 
dos. Coincide  con  los  hallazgos  del  estudio  hecho  por  Gonzá- 
lez Manrique  (1980)  en  Puerto  Rico.  La  selección  de  un 
método  para  autoinfligirse  daño  y/o  terminar  con  la  vida 
depende  de  la  cultura,  la  tradición,  las  costumbres,  los  valores, 
las  creencias  religiosas  internalizadas  en  cada  niño. 

Queda  mucho  por  estudiar  en  el  tema  de  suicidio  en  niños. 
En  Puerto  Rico  queda  por  hacerse  mucho  más.  Es  responsabi- 

TABLA  IV 


Metodología  por  Sexo 


Método 

F 

M 

saltar  piso  alto 

(1)25% 

(3)75% 

tomar  pastillas 

(10)  80 

(2)  20 

ahorcarse 

(1)  16.6 

(5)83.3 

tirarse  frente  a carro 

0 

(1)  100 

armas  cortantes 

(1)33.3 

(2)  66.6 

tirarse  al  mar 

0 

(1)  100 

beber  gasolina 

0 

(1)  100 

no  informa 

(1)50 

(1)50 

= 14.5 

lidad  de  los  proveedores  de  servicios  al  niño  y de  los  científicos 
del  comportamiento  humano,  el  traer  los  datos  y hallar  las 
soluciones  teniéndose  en  mente  que  para  entender  el  porqué 
una  persona  se  priva  de  su  vida  debe  entenderse  qué  significa 
la  vida  para  esa  persona.  Y si  el  suicidio  es  particularmente 
trágico  en  los  niños,  son  los  padres,  los  maestros,  los  proveedo- 
res de  servicios  sociales,  los  proveedores  de  servicios  de  salud, 
los  llamados  a estudiar  el  problema  y a realizar  tareas  de 
educación  y prevención. 

Summary:  The  authors  investigated  suicidal  behavior  (ideas, 

threats  and  attempts)  on  thirty  seven  children  with  a diagnosis  of 
depression  in  a Mental  Health  Clinic  between  ages  6-12  years  old. 

The  following  variables  were  studied:  age,  place  of  residence, 
schooling,  symptomatology  suicidal  behavior,  motivation,  family 
system,  death  concept  and  I.Q. 

Population  of  boys  62.1%.  Greatest  distribution  regarding  age 
6-7  years  old  and  10-11.  The  first  suicidal  attempt  ocurred  at  age 
10  in  27.7%  followed  by  age  6 and  8 with  a 28.2%.  Its  worthy  to 
acknowledge  that  percent  in  ages  6 to  8 is  very  high. 

Six  year  old  boys  used  violent  methods.  Girls  of  ages  10, 11 
and  12  used  medication.  This  is  statistically  significant.  Girls 
showed  symptoms  related  to  affect,  while  boys  showed  conduct 
disorders. 

Agradecimiento 

Los  autores  agradecen  la  valiosa  cooperación  de  Norma 
Colón,  RN,  M.S.  y Sara  M.  Parrilla,  MS,  Psicólogas  Clínicas. 

Bibliografía 

1.  Toolan  J.:  Suicide  in  Children  and  Adolescents,  Am  J.  of  Psychother. 
1974. 

2.  Jacobziner  H:  Attempted  Suicide  in  Adolescent,  J.  of  the  Am.  Med. 
Ass.  1965;  191:  7-11. 

3.  Toolan  .J:  Suicide  and  Behavior  in  Latency  Age  Children:  An  Empiri- 
cal Study,  J.  of  the  Am.  Acad,  of  Child  Psychiatry  1972;  18:  679-692. 

4.  Pfeffer  C,  Hope.  Conte  el  ah  Suicidal  Behavior  in  Latency  Age  Chil- 
dren: An  Empirical  Study,  J.  of  the  Am.  Acad,  of  Child  Psychiatry 
1972;  18:  679-692. 

5.  Toolan  J:  Depression  and  Suicide  in  Children,  Am  J.  of  Psychotherapy 
1981;  35(3):  31 1-321. 

6.  Pfeffer  C:  Suicidal  Behavior  in  Latency-age  Children  On  outpatient 
Population,  J.  Am.  Acad,  of  Child  Psychi.  1980;  19(4):  703. 

7.  Pfeffer  C:  Suicidal  Behavior  in  Children:  A Review  with  Implications 
for  Research  and  Practice,  Am.  J.  of  Psychia.  1981;  2(2):  138. 

8.  Pfeffer  C:  The  Family  System  of  Suicidal  Children,  Am  J.  of  Psychot- 
herapy 1981;  35(3):  330-341. 

9.  Sabbath  J:  The  Suicidal  Adolescent  - the  Expendable  Child,  J.  of  the 
Am.  Acad,  of  Child  Psychiatry.  1969;  8:  272-289. 

10.  Pfeffer  C:  Psychiatric  Hospital  Treatment  of  Suicidal  Children,  Sui- 
cide and  Life-Threat.  Behav.  1978;  8(3):  150. 

1 1.  Glaser  K:  Masked  Depression  in  Children  and  Adolescent,  Am.  J.  of 
Psychother.  1967;  21:  565-574. 

12.  Gould  R:  Suicidal  Problems  in  Children  and  Adolescents,  Am.  J.  of 
Psychother.  1965;  19:  228-246. 

13.  Bender  L.  Schilder  P:  Suicidal  Preoccupations  and  Attempts  in  Chil- 
dren, Am.  J.  of  Orthopsychia.  1937;  7:  225-234. 

14.  Toolan  J:  Depression  in  Children  and  Adolescents,  Am.  J.  of  Ort- 
hopsychia. 1962;  32:  404. 

15.  Mattson  A.  Seese,  Hawkins:  Suicidal  Behavior  as  a Child  Psychiatric 
Emergency,  Arch,  of  Gen.  Psychia.  1969;  20:  100. 

16.  Ackerly  IV:  Latency-age  Children  who  treaten  or  attempt  to  kill  them- 
selves, J.  of  Am.  Acad,  of  Child  Psychia.  1967;  6:  242-261. 

17.  Lukianowicz  N:  Attempted  Suicide  in  Children,  Act.  Psychiat.  Scand. 
1968;  44:  415-435. 

18.  Nagy  M:  The  Child’s  View  of  Death:  In:  Feifel  H.  Eds.  The  Meaning  of 
Death.  New  York,  McGraw-Hill,  1959,  p 79-98. 

19.  Anthony  J.  Scott  S:  Manic-Depressive  Psychosis  in  Childhood,  J.  of 
Child  Psychol,  and  Psychia.  1960,  8:  1-53. 

20.  Schilder  P,  fFec/is/erZ).- The  Attitudes  of  Children  Toward  Death,  J.  of 
Genet.  Psychol.  1934,  15:  406-451. 


288 


¿ Una  cuenta  de  ahorros 
con  seguro  de  vida  gratis? 


SI,  con  la  Cuenta  Ideal 
usted  recibe  gratis  un  seguro  de 
vida  por  el  balance  mantenido 
en  su  cuenta  de  ahorros  hasta 
$10,000. 

Infórmese  en  cualquiera 
de  nuestras  sucursales. 


Miembro  FDIC 


Material  and  Methods 


Value  of  Radiotherapx;  in 
Preventing  Loco-Regional 
Recurrences  After  Radical 
Mastectomy;  for  Carcinoma 
of  the  Breast 

Ricardo  J.  López-Mújica,  M.D. 

Vidor  A.  Marcial,  M.D. 

José  M.  Tomé,  M.D. 

Jeanne  Ubiñas,  M.D. 

Abstract:  With  the  objective  of  identifying  the  value  of 

radiotherapy  in  preventing  loco-regional  tumor  manifestations 
after  mastectomy  for  operable  carcinoma  of  the  breast,  a retros- 
pective study  has  been  conducted  at  the  Radiotherapy  Institute 
of  the  Metropolitan  Hospital.  High  risk  cases  (stage  II  lesions, 
or  central  and  medial  quadrant  stage  I tumors),  received  irradia- 
tion to  the  regional  node  areas,  with  or  without  chest  wall 
radiotherapy.  A total  of  146  such  cases  was  registered  during  the 
period  from  July  1972  to  March  1978.  The  records  of  these 
patients  were  analyzed  for  the  various  factors  that  could  affect 
loco-regional  control  of  the  tumor,  distant  metastases,and  survi- 
val at  various  intervals  after  mastectomy,  up  to  5 years.  The 
results  of  this  study  revealed  that  radiotherapy  was  highly  effec- 
tive in  reducing  the  expected  incidence  of  loco-regional  recurren- 
ces after  mastectomy  from  an  expected  level  of  35  to  45%  in  high 
risk  patients  to  8%. 

The  few  patients  showing  recurrence  in  the  irradiated  area 
had  heavy  axillary  node  metastatic  involvement  of  20  or  more 
positive  nodes.  Chest  wall  and  lymph  node  irradiation  is  more 
effective  than  irradiation  limited  to  the  lymph  node  areas  only. 
No  radiation  induced  complications  were  observed  in  the 
patients  of  this  study.  The  survival  at  5 years  in  the  patients  in 
this  study  was  66%,  with  52%  living  free  of  tumor. 


With  the  increasing  use  of  chemotherapy  as  an  adjuvant  to 
surgery  in  operable  carcinoma  of  the  breast,  the  role  of 
radiotherapy  in  this  disease  has  been  challenged.  Critics  of 
its  use  have  highlighted  that  the  local  and  regional  nature  of 
this  treatment  does  not  take  care  of  potentially  lethal 
micrometastases  that  may  later  present  at  distant  sites.  The 
favorable  early^  results  of  adjuvant  chemotherapy  in  reducing 
the  incidence  of  distant  metastases  has  been  used  as 
justification  for  abandoning  loco-regional  radiotherapy  in 
some  centers. 

The  present  investigation  has  the  purpose  of  identifying 
the  value  of  radiotherapy  in  preventing  loco-regional  tumor 
manifestations  after  mastectomy  and  of  comparing  these 
results  with  what  would  be  expected  without  radiation. 


Radiation  Oncology  Division,  University  of  Puerto  Rico,  School  of  Medi- 
cine, San  Juan,  Puerto  Rico. 
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Control  Program,  National  Cancer  Institute,  National  Institute  of  Health 
Contract  #CA  75355. 


All  patients  with  the  clinical  diagnosis  of  carcinoma  of  the 
breast  registered  during  the  period  from  July  1972  to  March 
1978  at  the  Radiotherapy  Institute  of  the  Metropolitan 
Hospital  were  reviewed.  We  excluded  patients  who  had  been 
referred  with  recurrent,  persistent  or  metastatic  disease.  Only 
patients  who  were  referred  for  adjuvant  radiotherapy  after 
mastectomy  for  operable  carcinoma  of  the  breast  (stage  II 
lesions,  or  central  and  medial  quadrant  stage  I tumors)  were 
included.  A total  of  146  patients  under  this  category  was 
identified.  The  following  patient  information  was  abstracted 
from  the  institutional  case  records:  name,  record  number,  age, 
menopausal  status,  location  of  tumor  in  the  breast,  axillary 
status,  type  of  radiotherapy;  and  use  of  chemotherapy  if  any. 

Only  patients  who  qualified  for  a minimal  2-year  follow- 
up were  included.  At  the  time  of  this  analysis  15  patients  were 
not  coming  to  follow-up  and  no  information  was  available  as 
to  their  status;  however,  their  experience  was  utilized  until  the 
moment  they  became  lost  to  observation. 

We  have  analyzed  the  following  parameters  that  may  have 
prognostic  significance:  age  distribution,  menopausal  status, 
location  of  the  tumor  in  the  breast,  presence  of  positive 
axillary  nodes,  number  of  involved  axillary  nodes,  extent  of 
adjuvant  radiotherapy  (regional  lymph  node  areas  versus 
regional  lymph  node  areas  and  chest  wall),  complications  of 
radiotherapy,  use  of  adjuvant  chemotherapy,  loco-regional 
recurrences,  distant  metastases,  and  survival  from  the  day  of 
mastectomy. 

A.  Patient  Characteristics: 

a.  Age: 

The  youngest  patient  was  24  years  of  age  and  the  oldest  89. 
In  Table  lone  can  observe  that  the  largest  group  was  in  the  40 
to  49  age  range  and  that  close  to  half  of  the  patients  were 
younger  than  50. 


TABLE  I 


Cancer  of  the  Breast:  Age  Distribution 


Age  (Y rs.) 

No.  of  Patients 

Percent  ( %) 

20-29 

5 

4 

30-39 

23 

16 

40-49 

42 

29 

50-59 

31 

21 

60-69 

27 

18 

70-79 

15 

10 

80-89 

3 

2 

146 


b.  Menopausal  Status: 

The  menopausal  status  of  these  patients  is  shown  in  Table 
2.  It  can  be  observed  that  the  largest  group  (55%)  was  post- 
menopausal and  38%  was  pre-menopausal. 
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TABLE  2 


Cancer  of  the  Breast:  Menopausal  Status 

Menopausal  Status 

No.  of  Patients 

Percent 

Pre-Menopausal 

55 

38 

Post-  Menopausal 

80 

55 

No  Information 

11 

7 

146 

c.  Location  of  Tumor: 

A total  of  67  patients  (46%)  had  medial  or  central 
quadrant  tumor.  The  exact  location  of  the  tumor  in  the  breast 
is  shown  in  Table  3. 


TABLE  3 


Location  of  Tumor  in  the  Breast 

No.  of 

Patients 

Central  and  Medial  Quadrants 

67  (46%) 

Upper  Outer  Quadrant 

44  (30%) 

Lower  Quter  Quadrant 

8(  5%) 

No  Information 

27  (19%) 

146 

d.  Axillary  Node  Status: 

The  nodal  status  of  the  axilla,  judged  by  the  pathology 
report,  is  shown  in  Table  4.  Of  41  patients  with  negative  axilla, 
81%  had  medial  and  central  quadrant  lesions.  In  the  105 
patients  with  positive  axilla  32%  had  medial  and  central 
lesions,  46%  had  one  to  three  positive  nodes,  and  in  53% 
there  were  four  or  more  positive  axillary  nodes.  Thirty-four 
percent  of  these  cases  had  10  or  more  involved  axillary  nodes. 


TABLA  4 


Status  of  the  Axilla* 

No.  of 

Patients 

Axilla  Negative 

41  (28%) 

Axilla  Positive 

105  (72%) 

No.  Positive  Nodes: 

1 -3 

49  (46%) 

^ 4 

56  (53%) 

No  Information 

1(1  %) 

e.  Type  of  Adjuvant  Treatment: 

The  types  of  adjuvant  treatment  received  are  shown  in 
Table  5. 

Regional  lymph  node  irradiation  was  given  to  70  patients. 
This  consisted  of  5000  rad  in  five  weeks  with  200  rad  per 
fraction,  5 fractions  per  week  administered  with  cobalt 
teletherapy.  Seventy  six  patients  were  treated  with  regional 
node  and  chest  wall  irradiation,  with  the  same  dosage  plan. 

In  the  105  patients  with  pathologically  positive  axilla,  41 
(40%)  received  adjuvant  irradiation  restricted  to  the  lymph 
nodes.  The  average  number  of  involved  nodes  in  this  group  of 
patients  was  two.  On  the  other  hand,  64  patients  (60%) 
received  lymph  node  and  chest  wall  irradiation.  These  cases 
had  massive  lymphatic  invasion  evidenced  by  the  fact  that  the 
average  number  of  involved  nodes  was  10. 

Of  the  group  of  67  patients  who  had  medial  or  central 
quadrant  tumors,  40  received  adjuvant  lymph  node  irradia- 
tion only.  Three  of  these  40  patients  received  adjuvant 
chemotherapy.  The  average  number  of  positive  axillary  nodes 
for  these  40  patients  was  1 . On  the  other  hand,  27  patients  with 
central  and  medial  quadrant  lesions  were  treated  with 
adjuvant  lymph  node  and  chest  wall  irradiation  and  15  of 
them  had  adjuvant  chemotherapy.  The  average  number  of 
positive  axillary  nodes  for  these  27  patients  was  8. 

Adjuvant  chemotherapy  was  administered  after  the 
irradiation  in  27  patients  (57.5%),  during  radiotherapy  in  4 
patients  (8.5%)  and  it  was  started  before  radiotherapy  in  16 
patients  (34%). 


TABLES 


Type  of  Adjuvant  Treatment 

Radiotherapy 

Technique:  Number  of  Patients 

Regional  Nodes  only 

70(48%) 

Regional  Nodes  and 

Chest  Wall 

76  (52%) 

Chemotherapy  and  Radiotherapy 

No  Chemotherapy 

99  (68%) 

Adjuvant  Chemotherapy 

47  (32%) 

Results 

I.  Loco-Regional  Recurrences: 

When  both  chest  wall  and  lymph  node  areas  were 
irradiated  the  incidence  of  loco-regional  recurrence  was  5.5% 
by  2 years  and  8%  by  5 years  (Table  6).  Massive  axillary  node 
involvement  (20  or  more  positive  nodes)  had  been  found  at 
surgery  in  patients  who  developed  loco-regional  recurrence. 
Patients  with  adjuvant  radiotherapy  limited  to  the  lymph  node 
areas  had  8%  loco-regional  recurrences  by  2 years  and  13%  by 
5 years  (Table  7);  most  recurrences  occurred  at  the  unirradiated 
chest  wall  area. 


*Based  on  Pathology  Report. 
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TABLE  6 


LOCO-REGIONAL  RECURRENCES 
Group  I:  Adjuvant  Lymph  Node  and  Chest  Wall  Irradiation 


Time  of  Recurrence 


by  2 
No. 

Years 

% 

by  SYears 
No.  % 

No.  of  cases  with 

loco-regional  recurrence 

4/73 

5.5 

2/26 

8 

Site  of  Recurrence; 

Regional  Nodes 

0 

0 

0 

0 

Chest  Wall 

1/73 

1.4 

1/26 

4 

Both 

3/73 

4 

1/26 

4 

Number  of  Involved  Axillary  Nodes  in  Recurrence  Cases: 
20/29;  20/20;  29/31;  26/26. 


TABLE  7 


LOCO-REGIONAL  RECURRENCES 

Group  II:  Adjuvant  Lymph  Node  Irradiation  Only 

Time  of  Recurrence 

by  2 yrs. 

by  5 yrs. 

Number  of  Cases  with 

loco-regional  recurrence 

5/64  (8%) 

4/31  (13%) 

Site  of  Recurrence: 

Regional  Nodes 

1/64*  (2%) 

0 ( 0%) 

Chest  Wall 

3/64**  (5%) 

3/31  ***(10%) 

Both 

l/64****(2%) 

1/31****(3%) 

Number  of  Involved  Axillary  Nodes  in  Recurrence  Cases; 

* 1/8 

**  17/18 
5/21 
2/25 

***  1/14,17/18,5/21 

****  2/12 

II.  Distant  Metastases: 

The  incidence  of  distant  metastases  in  the  entire  group  by 
5 years  was  47%  (Table  8).  The  patient  who  had  positive 
axillary  nodes  in  the  surgical  specimen  had  an  incidence  of 
distant  metastases  of  5 1%  by  5 years.  The  5 year  incidence  for 
those  who  had  a negative  axilla  was  28%.  By  5 years  42%  of 
the  47  patients  who  had  received  adjuvant  chemotherapy  had 
developed  distant  disease.  On  the  other  hand,  the  incidence  of 
distant  disease  was  49%  in  the  patients  who  did  not  receive 
adjuvant  chemothrapy  (Table  9).  The  incidence  of  distant 
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metastases  by  5 years  in  the  group  of  35  patients  with  adjuvant 
lymph  node  and  chest  wall  irradiation  but  with  no  adjuvant 
chemotherapy  was  64%  and  in  the  patients  who  received  the 
same  type  of  irradiation  with  adjuvant  chemotherapy  it  was 
50%  (Table  10). 

TABLE  8 


Distant  Metastases  and  Axillary  Status 


With 

Without 

Axillary 

Axillary 

Entire  Group 

Metastases 

Metastases 

Year  No. 

% 

No. 

% 

No.  % 

1 

20/142 

14 

16/99 

16 

4/41  10 

2 

39/136 

29 

33/96 

34 

5/39  13 

3 

44/115 

38 

35/82 

43 

6/31  19 

4 

43/91 

47 

37/69 

54 

4/21  19 

5 

26/55 

47 

23/45 

51 

2/7  28 

TABLE  9 


Distant  Metastases  and  Adjuvant  Chemotherapy 


With 

Without 

Chemotherapy 

Chemotherapy 

Year 

No. 

% 

No. 

% 

1 

9/47 

19 

11/95 

12 

2 

16/46 

35 

23/90 

26 

3 

18/36 

50 

26/79 

33 

4 

16/28 

57 

27/63 

43 

5 

5/12 

42 

21/43 

49 

Average  Number  of 

positive  nodes 

9 

4 

TABLE  10 


Incidence  of  Distant  Metastases  and  Adjuvant  Chemotherapy 
Patients  with  Loco-Regional  Adjuvant  Radiotherapy 


Distant  Metastases 

With 

Without 

Chemotherapy 

Chemotherapy 

Year 

No. 

% 

No. 

% 

1 

8/40 

20 

7/35 

20 

2 

15/39 

38 

12/33 

36 

3 

17/31 

55 

13/25 

52 

4 

15/23 

65 

12/19 

63 

5 

5/10 

50 

9/14 

64 

Average  Number  of  Positive  Nodes:  10 
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The  overall  incidence  of  distant  metastases  in  the  group  of 
patients  with  adjuvant  lymph  node  and  chest  wall  irradiation 
by  5 years  was  58%.  The  average  number  of  positive  nodes  in 
this  group  was  10.  On  the  other  hand  the  group  of  patients 
with  adjuvant, lymph  node  irradiation  had  an  incidence  by  5 
years  of  39%.  The  average  number  of  positive  nodes  was  2 in 
this  group  (Table  1 1 ). 


TABLE  11 


Type  of  Adjuvant  Irradiation  and  Distant  Metastases 


Incidence  of  Distant  Metastases 


Loco-Regional 

Radiotherapy 

Metastases 


Lymph  Node 
Radiotherapy 
Metastases 


Year  No. 

1 15/75 

2 27/72 

3 30/56 

4 27/42 

5 14/24 

Average  Number  of 
positive  nodes  10 


% 

No. 

% 

20 

5/67 

7.5 

37.5 

12/64 

19 

54 

14/59 

24 

64 

16/49 

33 

58 

12/31 

39 

2 


III.  Survival: 

The  overall  5 year  survival  for  the  entire  group  was  66% 
and  the  survival  free  of  disease  (NED)  was  52%  (Table  12). 
The  absolute  5 year  survival  of  patients  without  axillary 
metastases  was  89%,  whereas  the  survival  free  of  disease  was 
78%  (Table  13).  When  axillary  metastases  were  present  61% 
were  alive  at  5 years,  and  45%  were  clinically  free  of  tumor. 


TABLE  12 


Overall  Survival 


Alive 

Alive  NED 

Year 

No. 

% 

No.  % 

1 

132/141 

94 

115/141  82 

2 

122/136 

90 

94/136  69 

3 

92/115 

80 

71/115  62 

4 

62/91 

68 

49/91  54 

5 

37/56 

66 

29/56  52 

TABLE  13 


Survival  and  Status  of  Axilla 


Axillary  Metastases  No  Axillary  Metastases 

Alive  Alive  NED  Alive  Alive  NED 


Year  No. 

% 

No. 

% 

No. 

% 

No. 

% 

1 

96/99 

97 

77/99 

78 

41/41 

100 

39/41 

95 

2 

84/96 

88 

60/96 

63 

38/39 

97 

34/39 

87 

3 

62/83 

75 

47/83 

57 

28/30 

93 

24/30 

80 

4 

44/70 

63 

32/70 

46 

19/21 

90 

17/21 

81 

5 

27/44 

61 

20/44 

45 

8/9 

89 

7/9 

78 

1.  Survival  related  to  type  of  irradiation 
The  group  of  patients  who  received  adjuvant  lymph  node 
and  chest  wall  irradiation  had  an  overall  5 year  survival  of 
56%  and  40%  were  free  of  disease  (Table  14).  When 
irradiation  was  given  to  the  lymph  node  areas  only,  the  5 year 
survival  was  74%  and  NED  61%  (Table  15). 


TABLE  14 


Adjuvant  Lymph  Node  and  Chest  Wall  Irradiation 
and  Survival 


Alive 

Alive  NED 

Year 

No. 

% 

No.  % 

1 

71/74 

96 

57/74  77 

2 

64/72 

89 

44/72  61 

3 

41/56 

73 

27/56  48 

4 

24/43 

56 

16/43  37 

5 

14/25 

56 

10/25  40 

Average  Number  of  Positive  Nodes:  10 

TABLE  15 


Adjuvant  Lymph  Node  Irradiation 

and  Survival 

Alive 

Alive  NED 

Year 

No. 

% 

No.  % 

1 

61/67 

91 

57/67  85 

2 

58/64 

91 

50/64  78 

3 

51/59 

86 

44/59  75 

4 

38/48 

79 

33/48  69 

5 

23/31 

74 

19/31  61 

Average  Number  of  Positive  Nodes:  2 
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2.  Survival  related  to  use  of  chemotherapy 

The  group  of  patients  who  received  adjuvant  chemo- 
therapy had  a 5 year  survival  of  67%  and  58%  were  NED 
(Table  16). 

The  group  who  did  not  receive  adjuvant  chemotherapy 
had  a five  year  survival  of  66%  and  50%  were  with  no  evidence 
of  disease.  Patients  who  received  adjuvant  lymph  node  and 
chest  wall  irradiation  plus  adjuvant  chemotherapy  had  an 
overall  5 year  survival  of  60%  and  50%  were  free  of  disease 
(Table  17).  On  the  other  hand,  the  patients  who  recieved 
irradiation  to  the  same  regional  areas  but  who  did  not  receive 
adjuvant  chemotherapy  had  a five  year  survival  of  53%  and 
33%  were  free  of  disease. 

IV.  Tissue  Complications: 

There  were  no  tissue  complications  or  other  severe  adverse 
effects  of  irradiation  in  this  series. 


TABLE  16 

Influence  of  Chemotherapy  on 
Survival 


Entire  Group 


With  Chemo.  Without  Chemo. 


Alive 

Alive  NED 

Alive 

Alive  NED 

Yr. 

No. 

% 

No. 

% 

No. 

% 

No. 

% 

1 

40/47 

85 

36/47 

77 

92/94 

98 

79/94 

84 

2 

38/46 

83 

28/46 

61 

84/90 

93 

66/90 

73 

3 

23/36 

64 

18/36 

50 

69/79 

87 

53/79 

67 

4 

14/28 

50 

12/28 

43 

48/63 

76 

37/63 

59 

5 

8/12 

67 

7/12 

58 

29/44 

66 

22/44 

50 

TABLE  17 


Survival  and  Adjuvant  Chemotherapy 
Patients  with  Loco-Regional  Adjuvant  Radiotherapy 


With  Chemo.  Without  Chemo. 


Alive 

Alive  NED 

Alive 

Alive  NED 

Yr. 

No. 

% 

No. 

% 

No. 

% 

No. 

% 

1 

38/40 

95 

31/40 

78 

33/34 

97 

27/34 

79 

2 

32/39 

82 

23/39 

59 

32/33 

97 

21/33 

64 

3 

19/31 

61 

14/31 

45 

22/25 

88 

13/25 

52 

4 

10/23 

43 

8/23 

35 

8/20 

40 

8/20 

40 

5 

6/10 

60 

5/10 

50 

8/15 

53 

5/15 

33 

Average  Number  of  Positives  Nodes:  10 


Discussion 

It  has  been  shown  repeatedly  that  elective  irradiation  of 
the  supraclavicular  area  and  of  the  internal  mammary  chain 
achieves  freedom  from  tumor  in  these  areas  in  over  95%  of  the 
cases.’ In  cases  with  positive  axilla  submitted  to 
mastectomy,  Fletcher  reported  a 1.5%  recurrence  rate  in  the 
supraclavicular  area  after  an  irradiation  dose  of  4500-500  rad 
in  5 weeks,  whereas  Paterson  and  Rusell‘°  and  Robbins,  et 
al.“  reported  20-26%  recurrence  rate  in  this  site  when  no 
irradiation  was  employed.  For  the  parasternal  region, 
Fletcher  reported  a 0%  recurrence  in  204  patients  with 
positive  axilla  in  the  surgical  specimen  and  with  a central  or 
inner  quadrant  lesion.’  With  no  irradiation  in  this  same  type 
of  patients.  Urban*'*  has  reported  a 9%  recurrence  in  the 
parasternal  region  in  24  patients  with  positive  axilla  in  the 
surgical  specimen. 

High  risk  of  chest  wall  recurrence  has  been  associated  with 
the  following:  large  primary  lesion  (tumor  larger  than  3 cm); 
fixation  of  the  primary  tumor  to  the  skin  or  underlying  fascia, 
skin  edema  or  ulceration;  four  or  more  axillary  lymph  nodes 
involved  with  tumor;  inflammatory  carcinoma  or  multiple 
invasive  primary  lesions.  Elective  adjuvant  irradiation  dimi- 
nishes the  incidence  of  chest  wall  recurrence  significantly.  The 
expected  chest  wall  recurrence  rate  for  these  high  risk  patients 
has  been  reported  to  be  from  35  to  45%.^  When  the  breast 
lesion  was  locally  advanced  Spratt'^  reported  an  incidence  of 
33%  and  Haagensen  and  Stout  of  47%.’  The  American 
College  or  Surgeons’  survey  of  16,  894  cases  from  498  hospi- 
tals in  the  nation  showed  a 5-year  recurrence  rate  of  32%  in  94 
patients  with  invasive  tumors  measuring  1 cm  or  less  who  had 
positive  axillary  lymph  nodes  in  the  surgical  specimen  and  a 
5-year  recurrence  rate  of  51%  in  2211  patients  with  tumors 
measuring  1.1  cm  or  more  who  had  positive  axillary  nodes.* 
We  presume  that  the  mentioned  recurrences  included  both 
loco-regional  and  distant  sites. 

Elective  adjuvant  irradiation  diminishes  the  incidence  of 
chest  wall  recurrence  after  elective  irradiation  in  patients  with 
more  than  20%  of  positive  axillary  nodes  and/or  grave  signs. 
In  our  series,  adjuvant  irradiation  directed  to  the  chest  wall 
and  regional  lymph  node  areas  for  patients  with  high  of  recu- 
rrence (average  number  of  involved  axillary  nodes  of  10), 
resulted  in  a loco-regional  recurrence  of  5.5%  at  2-year  and 
8%  at  5-year.  Noteworthy  is  the  fact  that  the  few  patient  who 
recurred  has  massive  tumor  involvement  of  the  axilla  'with 
20  or  more  positive  nodes. 

Though  the  benefit  of  adjuvant  radiotherapy  after  mastec- 
tomy is  limited  to  a reduction  of  loco-regional  recurrences,  we 
believe  this  represents  a significant  contribution  to  the 
patient’s  well  being  and  quality  of  life.  Uncontrolled  tumor  in 
the  chest  wall  or  regional  lymph  nodes  is  usally  a very  distres- 
sing experience  to  patients  and  physicians  in  charge.  When  a 
patient  develops  a loco-regional  recurrence  after  mastectomy, 
the  chances  of  local  control  of  the  disease  by  radiotherapy  are 
limited  to  approximately  50%.  This  is  why  we  have  preferred 
adjuvant  radiotherapy  in  high  risk  patients. 

No  long-term  results  from  the  use  of  chemotherapy  are 
available  in, the  medical  literature  to  conclude  that  this  treat- 
ment will  be  able  to  avoid  the  stated  problem  of  loco-regional 
recurrence  after  mastectomy.  In  our  clinical  practice  we  have 
encountered  enough  loco-regional  recurrences  after  chemo- 
therapy to  suspect  that  drug  treatment  may  not  be  as  effective 
in  the  chest  wall  and  regional  nodes  as  it  has  been  claimed  to 
be  in  preventing  distant  metastases.  However,  a recent  critical 
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evaluation  of  chemotherapy  (C.M.F.)  as  an  adjuvant  in  breast 
cancer,  based  on  Bonadonna’s  work,*  revealed  that  only  2.4% 
of  cases  benefited  from  this  management  when  judging  overall 
survival  at  5 years.  Disease-free  survival  was  improved  in  only 
6%  with  chemotherapy. 


Resumen:  Con  el  objetivo  de  identificar  el  valor  de  la  radio- 

terapia en  prevenir  las  manifestaciones  tumorales  loco-regionales 
luego  de  la  mastectomia  para  el  carcinoma  operable  el  seno,  un 
estudio  retrospectivo  se  llevó  a cabo  en  el  Instituto  de  Radiotera- 
pia del  Hospital  Metropolitano.  Casos  de  alto  riesgo  (lesiones 
con  estadio  II,  o tumores  con  estadio  I en  cuadrantes  centrales  y 
mediales),  recibieron  irradiación  a las  áreas  de  los  nódulos  regio- 
nales, con  o sin  radioterapia  a la  pared  costal.  Un  total  de  146  de 
estos  casos  fueron  registrados  durante  el  periodo  desde  julio  de 
1972  a marzo  de  1978.  Los  expedientes  clínicos  de  estas  pacientes 
fueron  analizados  para  varios  factores  que  pudieran  afectar  el 
control  loco-regional  del  tumor,  las  metástasis  distantes,  y la 
sobrevida  a varios  íntérvalos  luego  de  la  mastectomia  hasta 
cinco  años.  Los  resultados  de  este  estudio  demostraron  que  la 
radioterapia  fue  altamente  efectiva  en  reducir  la  incidencia  de 
recidivas  loco-regionales  luego  de  la  mastectomia  de  un  nivel 
esperado  de  35  a 45%  en  las  pacientes  de  alto  riesgo  a un  8%. 

Las  pocas  pacientes  que  desarrollaron  recidiva  en  el  área 
irradiada  habían  mostrado  un  envolvimiento  masivo  de  nódulos 
positivos.  La  irradiación  a la  pared  costal  y a los  nódulos  regiona- 
les es  más  efectiva  que  la  irradiación  limitada  a los  nódulos 
regionales.  No  se  observaron  complicaciones  inducidas  por  la 
radiación  en  las  pacientes  de  este  estudio.  La  sobrevida  a cinco 
años  en  las  pacientes  de  toda  la  serie  fue  de  66%,  con  un  52% 
líbre  de  tumor. 
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Summary:  We  studied  the  frequency  and  severity  of  liver 

damage  as  measured  by  histopathologic  changes  and  alterations 
in  hepatic  functional  tests,  and  the  prevalence  and  composition  of 
bacterial  growth  in  bile,  in  162  patients  with  chronic  cholecysti- 
tis. Twenty  three  percent  of  bile  cultures  were  positive.  If  likely 
contaminants  are  disregarded,  the  positive  rate  for  bile  cultures 
becomes  13.3%.  There  was  fatty  infiltration  in  42%  of  liver 
biopsies  obtained,  but  most  were  minimal  changes.  Functional 
liver  abnormalities  were  noted  in  approximately  20%  of  cases 
studied.  We  find  therefore  that  there  is  a significant  number  of 
hepatic  and  biliary  alterations  in  this  group  of  patients  under- 
going elective  cholecystectomy,  but  that  these  changes  are  mini- 
mal in  magnitude. 

The  relationship  between  gallbladder  disease  and  liver 
drainage  has  been  the  subject  of  multiple  investiga- 
tions.' ^ ^ Other  studies  have  demonstrated  an  increased 
incidence  of  organism  cultured  from  bile  in  patients  with 
chronic  cholecystitis.''  5^  7 8 9 became  interested  in 
evaluating  these  reported  alterations  in  patients  with  chronic 
cholecystitis  at  our  institution. 

This  report  deals  with  the  frequency  and  severity  of  liver 
damage  as  measured  by  histopathologic  changes  and 
alterations  in  the  hepatic  functional  tests,  and  with  the 
prevalence  and  composition  of  bacterial  growth  in  bile,  in 
patients  with  chronic  cholecystitis. 

Materials  and  Methods 

One  hundred  eighty-two  patients  were  seen  in  our  Pre- 
Admission  Clinic  with  the  diagnosis  of  chronic  cholecystitis 
and  subsequently  underwent  an  elective  cholecystectomy 
during  the  period  of  January  1 to  December  31,  1979.  Of 
these,  the  complete  records  of  162  patients  were  available  for 
analysis.  Initial  diagnosis  was  based  on  clinical  signs  and 
symptoms.  In  all  cases,  a gallbladder  series  and/or  gall- 
bladder ultrasound  were  used  to  confirm  the  diagnosis.  One 
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week  prior  to  admission,  hematologic,  coagulation  and 
hepatic  functional  test  were  performed  routinely.  During 
surgery,  bile  cultures  were  obtained  in  84  patients.  A wedge 
liver  biopsy  was  performed  in  109  patients.  A pathologic 
grading  of  the  submitted  specimen  based  on  the  presence 
and  magnitude  of  fatty  changes  was  carried  out. 

All  patients  underwent  cholecystectomy.  In  addition, 
three  cases  needed  a common  duct  exploration,  and  of  these 
one  required  a sphincteroplasty.  An  intraoperative  cholan- 
giogram  was  done  in  141  patients.  Five  studies  were  reported 
as  positive:  two  for  gallstones  in  the  common  bile  duct,  one 
for  obstruction  at  the  distal  portion  of  the  duct,  one  for 
marked  dietation  of  the  common  duct  and  another  for 
stricture  at  the  Papilla  of  Vater. 

Results 

General  Data: 

One  hundred  forty-three  patients  were  women  (88%)  and 
nineteen  were  men  ( 1 2%).  The  average  was  age  45  years,  with 
a range  of  1 5 to  74.  A history  of  pancreatitis  was  present  in  1 5 
(9.3%),  of  jaundice  in  17  (10.5%)  and  of  hiatus  hernia  in  3 
(1.9%).  Hemoglobin  levels  were  normal  in  89%,  below  the 
normal  range  in  1 1%.  White  blood  cell  counts  were  normal 
in  83%,  elevated  in  10%  and  decreased  in  7%.  One  hundred 
fifty  nine  patients  had  chronic  cholecystitis  documented  by 
pathologic  evaluation  of  the  gallbladder.  Of  these  there  were 
150  (94.3%)  with  chronic  cholecystitis;  seven  (4.4%)  with 
acalculous  chronic  cholecystitis  and  two  (1 .3%)  chronic  cho- 
lecystitis with  cholesterolosis.  In  3 other  cases  the  gallblad- 
der pathology  was  not  recorded. 

Bile  Cultures:  (Table  I) 

Of  the  84  patients  in  whom  a bile  culture  was  obtained, 
20  (23.7%)  cases  had  positive  cultures. 

A single  strain  was  isolatd  in  17  of  the  20  positive  cultu- 
res: Staph  epidermidis  in  6 (35%);  Alpha  streptococcus  in  5 
(29%),  Escherichia  coli  in  3 (18%),  Anaerobic  diphteroides 
in  3 (18%).  In  three  cases  a mixed  culture  was  found:  Escheri- 
chia coli  and  Clostridium  perfringens;  Pseudomonas  and 
Beta  Streptococcus;  and  Escherichia  coli  and  Klebsiella. 


TABLE  I 


Bile  Cultures 

Number 

Percent 

Total  Cultures 

84 

100 

Positive  Cultures 

20 

23.8 

Single  Strain 

(17) 

(75) 

Mixed  Culture 

(3) 

(15) 

Liver  Biopsy:  (Table  II) 

A wedge  liver  biopsy  was  performed  in  109  patients, 
these  were  graded  by  the  pathologist  as  follows:  63  (58%), 
within  normal  limits;  33  (30%),  with  minimal  fatty  changes; 
1 1 (10%)  with  moderate  fatty  changes  and  2 (2%)  with  severe 
fatty  changes. 
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TABLE  II 

■ ' 

Hepatic  Histophatology  in  Patients  with  Chronic 
Cholecystitis  Based  on  the  Degree  of  Fatty 
Metamorphosis 


Pathologic  Changes 

Number 

Percent 

Normal 

63 

58% 

Minimal  Fatty  Changes 

33 

30% 

Moderate  Fatty  Changes 

11 

10% 

Severe  Fatty  Changes 

2 

2% 

TOTAL 

109 

100% 

Liver  Function  Tests:  (Table  III) 

Abnormal  elevations  were  found  in  19%  of  S.G.O.T. 
determinations;  25%  of  S.G.P.T.  tests;  21%  of  alkaline 
phosphatase  levels;  6.2%  of  bilirubin  levels;  and  in  51%  of 
LDH  determination.  In  all  the  cases  where  serum  albumin 
levels  were  obtained  ( 1 54),  values  were  within  normal  limits. 
Prothrombin  time  was  recorded  in  159  cases.  Of  these,  153 
(96%)  were  within  normal  limits.  The  partial  thromboplas- 
ting  times  in  these  patients  were  normal  in  157  (99%). 


Hepatic  Function.  Hi.ttopathology  and  Biliary  Flora  Alterations 

50%  in  the  gallbladder  wall  of  patients  with  chronic  cho- 
lecystitis.' ‘*5678  gjjg  culture  from  patients  with  a normal 
biliary  tract  and  from  patients  with  common  duct  obstruc- 
tion not  due  to  stones  or  strictures  have  been  found  to  be 
sterile."  ^ 

Parnell  has  commented  on  the  pathogenesis  of  this  bacti- 
bilia.  Three  routes  have  been  proposed:  1)  the  enterohepatic 
route  whereby  colonic  organisms  go  through  the  portal 
blood  to  the  liver,  are  excreted  into  the  bile  and  proliferate  in 
the  stagnant  bile  of  a diseased  biliary  tree;  2)  the  ascending 
route,  whereby  these  organisms  go  from  the  duodenum, 
through  the  papilla  of  Vater  and  ascend  the  biliary  tree;  3) 
the  hematogenous  route  through  which  organisms  are  taken 
passively  to  the  diseased  biliary  tree,  where  proliferation 
takes  place. 

Clostridium  perfringens  was  present  in  one  case,  despite 
the  fact  that  cultures  were  not  taken  in  an  anaerobic  fashion 
(although  the  specimens  received  by  the  laboratory  were 
incubated  anaerobically).  Some  series  report  that  these  orga- 
nism are  present  in  10  to  20%  of  the  positive  biliary  cultures.* 
’ * Fatal  infections  following  biliary  tract  surgery  with  Clos- 
tridium perfringens  and  Escherichia  coli  have  been  reported.’ 

It  is  interesting  to  observe  that  the  majorityof  the  positive 
bile  cultures  occured  in  patients  over  56  years  of  age.  It  has 
been  noted  that  elderly  patients  are  more  likely  to  yield 
positive  cultures." 


TABLE  ni 


LIVER  FUNCTION  TESTS 

SCOT 
(0-41  u/1)* 

SGPT 
(0-95  u/D* 

Alkaline 
Phosphatase 
(30-115  u/D* 

Total 

Bilirubin 
(0.2-1.2  mg/dl) 

LDH 

(60-200  u/D* 

Albumin 
(3.0-5.5  g/dl)* 

Total 

Determination 

152 

89 

148 

160 

161 

154 

Normal 

Levels 

Recorded 

123 

(81%) 

67 

(75%) 

117 

(79%) 

150 

(93.8%) 

79 

(49%) 

154 

(100%) 

Abnormal 

Levels 

Recorded 

29 

(19%) 

22 

(25%) 

31 

(21%) 

10 

(6.2%) 

82 

(51%) 

0 

(0%) 

* Normal  Range. 


Discussion 

Our  study  was  limited  to  patients  with  chronic  cholecys- 
titis that  underwent  elective  cholecystectomy.  An  incidence 
of  roughly  1 in  10  patients  had  a history  of  jaundice  or 
pancreatitis.  Approximately  10%  of  the  cases  presented  ane- 
mia or  leukocytosis. 

There  were  20  cases  (23.8%)  with  positive  bile  cultures. 
Some  organims  such  as  Staphylococcus  epidermidis  and 
diphteroides  species  are  likely  to  represent  contaminants. 
Disregarding  these  organisms,  the  positive  culture  rate  was 
13.3%.  Several  groups  have  reported  an  incidence  of  positive 
cultures  in  the  20-40%  range  in  gallbladder  bile,  and  25  to 
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No  cultures  were  obtained  in  78  cases.  Some  surgeons 
take  biliary  culture  only  when  signs  of  clinical  infection  are 
present.  Chetlin  and  Elliot  noted  that  sepsis  causes  41%  of 
the  post  operative  deaths  in  biliary  surgery."  For  this  reason 
they  argue  that  cultures  should  not  be  omitted  during  an 
operation  on  the  biliary  tree  and  specially  when  the  com- 
mon duct  is  opened.  When  choledochotomy  is  performed 
the  incidence  of  positive  cultures  rises  to  67%." 

Keithley  and  coauthors  go  further  to  recommend  routine 
intraoperative  use  of  a Gram  stain  of  the  bile  to  detect  the 
presence  of  bactibilia.*®  They  argue  this  may  show  the  pre- 
sence of  Gram  positive  rods  and  identify  the  patients  at  risk 
for  Clostridial  septicemia.  Farnell  reports  that  a Gram  stain 
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procedure  accurately  predicted  the  presence  of  bactibilia  in 
87%  of  the  cases,  and  recommends  the  routine  use  of  anti- 
biotics intraoperatively  if  Gram  positive  rods  are  present.* 

The  liver  biopsies  were  evaluated  for  presence  and  degree 
of  fatty  changes.  We  found  that  46  cases  (42%)  presented 
fatty  changes.  Flinn  reported  an  18%  incidence  of  similar 
changes.  However,  when  he  compared  this  to  a control 
group  of  patients,  using  parameters  that  measured  degree  of 
fatty  changes,  fibrosis  and  lymphocytic  infiltration,  he 
found  no  difference  in  those  with  or  without  gallstones.*  He 
did  find  that  acute  inflammatory  changes  were  more  fre- 
quent in  patients  with  gallstone  disease. 

Functional  liver  abnormalities  occur  more  frequently  in 
patients  with  acute  cholecystitis  and  choledocholithiasis 
than  in  those  with  chronic  cholecystitis.^  ^ Lindenauer  and 
Child  found  minimal  deviations  in  hepatic  function  tests  in 
patients  with  chronic  cholecystitis.^  They  reported  no  abnor- 
malities in  the  transaminases,  alkaline  phosphatase,  or  biliru- 
bin. In  our  study  the  transaminases  and  alkaline  phosphatase 
were  abnormal  in  nearly  20%  of  the  cases,  and  the  bilirubin  in 
6.2%.  Lindenauer  et  al  found  that  the  serum  albumin  was 
abnormal  in  13.6%  whereas  in  our  cases  all  were  normal.  They 
report  that  the  only  significant  abnormality  in  their  patients 
with  chronic  cholecystitis  was  the  prothrombin  time  which 
was  altered  in  30%  of  the  cases.  In  our  study  only  4%  of  the 
patients  presented  an  a abnormal  prothrombin  time. 

In  summary,  we  find  that  there  is  a significant  number  of 
alterations  in  the  biliary  flora  and  in  the  hepatic  status,  as 
measured  by  pathologic  and  functional  parameters,  in  the 
group  of  patients  with  chronic  cholecystitis  undergoing  elec- 
tive cholecystectomy.  On  the  other  hand,  the  majority  of 
these  changes  are  minimal  deviations. 

Resumen:  Estudiamos  la  frecuencia  y la  severidad  de  daño 

hepático,  utilizando  parámetros  histopatológicos  y de  función,  y 
también  la  prevalencia  y composición  de  crecimiento  bacterial 


en  bilis,  en  162  pacientes  con  colecistitis  crónica.  Veintitrés 
porciento  de  los  cultivos  biliares  fueron  positivos.  Si  descarta- 
mos posibles  contaminantes,  la  tasa  de  cultivos  positivos  se 
convierte  en  13.3%.  Se  encontró  infiltración  de  grasa  en  42%  de 
las  biopsias  hepáticas,  pero  la  gran  mayoría  fueron  cambios 
leves.  Anormalidades  funcionales  se  identificaron  en  aproxima- 
damente 20%  de  los  casos  estudiados.  Encontramos  por  lo  tanto 
que  hay  un  número  significativo  de  alteraciones  hepáticas  y 
biliares  en  este  grupo  de  pacientes  operados  electivamente,  pero 
que  estos  cambios  son  de  mínima  magnitud. 
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PROSTATIC  ABSCESS 


Juan  R.  Iturregui-Pagán,  M.D.,  FACS 

Abstract:  Prostatic  abscess,  although  a rare  urologic  con- 

dition, needs  to  be  diagnosed  and  treated  promptly.  We  herein 
will  expose  this  condition  including:  Epidemiology,  Etiology, 
Pathology  and  Bacteriology,  Clinical  Findings  and  Diagnosis, 
Treatment,  Prognosis  and  Complications. 

The  incidence  of  prostatic  abscess  has  disminished  signifi- 
cantly since  the  development  of  antibiotics.  According  to  the 
series  of  Pai  and  Dajani,  said  incidence  ranges  from  2.5%  to 
less  than  .5%  of  all  prostatic  diseases;  with  an  average  age 
varying  from  48  years  (Jameson)  to  60.2  years  (Trapnell), 
being  more  common  in  the  5th  and  6th  decades.  Most  authors 
agree  that  the  condition  is  more  frequent  in  the  low  socio- 
economic classes  without  racial  differences. 

Etiology 

The  route  of  infection  has  been  recognized  as  being  either 
direct  from  the  lower  urinary  tract,  or  metastatic  from  infec- 
tious foci  in  other  parts  of  the  body.  The  relative  incidence  of 
each  type  varies  between  authors. 

Among  the  predisposing  factors  of  the  metastatic  variety 
are  conditions  such  as:  staphylococal  otitis  externa,  abscess 
in  the  chest  wall,  bronchitis,  pleurisy,  sore-throat, 
typhoid,  parathyphoid,  erysipelas,  influenza,  pnemonia, 
suppurative  wounds,  osteomyelitis,  carbuncles  and  furuncles, 
anthrax  and  thermal  injuries  to  the  perineum. 

Department  of  Urology,  MayagUez  Medical  Center.  Mayagüez,  Puerto  Rico. 


Among  the  possible  associated  conditions  of  the  “ascen- 
ding” variety,  we  can  find:  instrumentation  or  indwelling 
catheter,  obstruction  by  either  prostate  or  bladder  neck, 
urethral  discharge  or  stricture,  periurethral  abscess,  urethri- 
tis, vesical  calculi,  prostatic  calculi  and  pyelonephritis. 
Horrow  reports  a case  in  which  a patient  that  refused  surgery 
for  benign  prostatic  hypertrophy  developed  a huge  absces 
that  “dissolved”  his  adenoma.  Seven  months  later,  he  had 
asymptomatic  pyuria  and  bacteriuria.  Systemic  conditions, 
such  as  gout  and  diabetes  mellitus,  have  also  been  associa- 
ted. Lichtenberg  found  that  50%  and  Pai  reported  that  66%  of 
patients  over  50  years  old  had  prostatic  abscess  associated  with 
diabetes  mellitus. 

Clinical  Findings 

Among  the  most  common  presenting  symptoms  are: 
perineal,  suprapubic  or  rectal  pain  (20-25%);  frequency  and 
dysuria  (+50%);  or  retention  (25-50%),  the  incidence  of 
systemic  symptoms  such  as  fever,  chill  or  malaise,  varied 
from  Jameson,  who  found  it  common,  to  Sargeant  who 
states  that  the  rule  is  no  or  low  grade  fever.  In  general, it  was 
found  from  25%  to  50%  in  all  series.  Other  symptoms 
include:  epididimitis  (10-20%),  hematuria  (10%),  and  pain- 
ful defection  or  tenesmus.  On  the  physical  exam,  the  prostate 
varied  from  normal  to  hypertrophic;  from  tense  to  fluctuant 
and  boggy.  (Table  I) 

The  clinical  diagnosis  was  made  on  most  occasions  by 
the  presence  of  a fluctuant  or  boggy  gland.  Other  methods 
include:  cystoscopy,  in  which  some  times  pus  can  be  seen 
coming  from  the  ducts.  During  endoscopy,  it  may  be  confu- 
sed with  carcinoma  due  to  the  assymetry  and  irregularity  of 
the  prostatic  urethral  mucosa.  Prostatic  abscess  may  be 
diagnosed  during  prostatectomy  for  what  it  seemed  to  be 
hypertrophy.  This  condition  can  be  diagnosed  by  perineal 
aspiration,  at  autopsy,  or  even  at  sigmoidoscopy. 


TABLE  I 


Symptoms  (%) 

Author 

Fever 

Pain 

Frequency 

and 

Retention 

Hematuria 

Difficult 

Trapnell 

16 

31 

Pyuria 

36 

7 

Voiding 

22 

Sargeant 

30 

50 

50 

50 

— 

100 

Chitty 

— 

25 

23 

28 

16 

50 

Persky 

25 

30 

40 

50 

8 

40 

Dejani 

28 

16 

52 

44 

12 

— 

Pai 

52 

16 

44 

52 

8 

— 

Youngen 

sm. 

45 

100 

50 

sm. 

100 

Jameson 

common 

+++ 

++ 

rare 

uncommon 

— 
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Pathology  and  Bacteriology 

McCarthy  classified  the  prostatic  abscesses  in:  intrafolli- 
cular  or  interstitial  acording  to  origin;  or  central,  cortical  or 
submucous,  to  location.  Lowsly  described  the  pathological 
changes  that  affect  the  gland  from  incipient  inflammation 
to  overt  abscess.  He  describes  four  stages,  namely:  I.  Catarr- 
hal Inflammation;  II.  Follicular  Prostatitis,  in  which  there 
are  multiple  abscesses;  III.  Parenchymatous  Prostatitis — an 
intensification  of  Stage  II  and  IV.  Overt  Abscess. 

In  respect  to  bacteriology,  early  papers  report  that  the 
most  common  organism  responsible  was  gonococci.  Recent 
reports  indicate  that  the  organisms  more  commonly  associa- 
ted are  the  gram  negative  coliforms  or  the  Staphylococcus 
aureus.  Authors  like  Fishback  and  Albarran  (1900)  found 
that  anaerobic  organisms  may  cause  this  condition.  The  first 
suggests  that  on  many  occasions  in  which  a sterile  culture  is 
found,  the  organism  may  be  anaerobic;  for  which  studies  are 
rarely  made.  (See  Table  II) 


Juan  M.  hurregui-Pagán.  MD.  FACS 

Sargeant,  Lazarus  and  Lowsley.  due  to  the  low  incidence  of 
epididimitis  and  urethritis.  It’s  possible  complication  is  the 
missing  of  the  carcinoma,  which  was  found  in  30%  of  the 
cases  in  Jameson’s  series;  although  none  in  others.  The 
developing  of  new  planes  may  increase  its  morbidity. 

A third  method,  used  by  Livermore  and  Schuman,  is  the 
unilateral  perineal  incision  with  blind  puncture  of  the 
abscess  by  plunging  a hemostat  up  through  the  ischiorectal 
fossa.  The  blind  puncture  of  the  urethra  with  a sound  used 
by  Kayes  and  Stevenson,  and  the  finger  puncture  of  the  gland 
through  an  external  urethrotomy  used  by  Chestwood 
are  other  methods  described. 

Complications  and  Prognosis: 

Authors  conclude  that  the  prognosis  is  excellent  if  the 
patients  are  treated  promptly.  Among  the  possible  compli- 
cations are:  fistulas,  epididimitis,  and  peritonitis  (accoun- 
ting for  most  mortalities,  which  varied  from  7-10%  in  all 
series). 


TABLE  II 


Bacteriology 


Author 

N.  gonorrheae 

S.  aureus 

S.  albus 

E.  coli 

Other 

Mixed 

No 

gram  neg. 

growth 

Trapnell 

0 

25 

1 

50 

10 

0 

0 

Sargeant 

75 

0 

8 

0 

0 

0 

0 

Chitty 

0 

0 

28 

50 

0 

0 

0 

Bruce 

0 

30 

25 

60 

0 

0 

0 

Persky 

0 

30 

0 

26 

0 

0 

40 

Pai 

4 

8 

0 

24 

12 

40 

0 

Dajani 

0 

0 

16 

50 

0 

0 

16 

Treatment 

The  treatment  of  a prostatic  abscess  can  be  divided  in: 

A.  Conservative  or  Medical  — mainly  Sitz  bath,  antibio- 
tics, analgesics.  All  authors  concur  that  this  is  a very 
poor  method  and  indicate  that  most  cases  drain  sponta- 
neously, either  per  urethra  or  rectum  (50%  in  some  series). 
They  indicate  that  most  mortalities  occur  when  the  surgical 
treatment  was  either  late  or  none. 

B.  Surgical  — The  opinion  varies  as  to  what  method  of 
drainage  to  be  used.  Authors  like  Trapnell,  Chitty,  Jameson 
and  Dajani  defend  the  transurethral  (TUR)  method,  indicating 
that  by  this  technique  no  unnecessary  planes  are  opened  and 
there  is  no  need  for  drains.  Also,  an  adequate  urinary  outflow 
is  secured  and  biopsies  of  the  gland  can  be  obtained;  lessening 
the  risk  of  missing  a carinoma.  The  possible  complication, 
epidimitis,  could  be  avoided  in  the  older  patient  by  doing 
bilateral  vasectomies. 

Another  route  is  the  perineal  exposure  with  posterior 
prostatotomy.  This  method  was  preferred  by:  McCarthy, 
Bruce,  Schwartz,  Chestwood,  Eisenthal,  Rolnick,  Young, 


Conclusion: 

Abscess  of  the  prostate  gland  is  an  uncommon  condition 
as  a result  of  preventive  medical  care  and  the  use  of  antibio- 
tics. It  occurs  mainly  in  the  old  age  group  at  the  same  level  in 
which  (specially  E.  coli),  and  Staphylococcus  aureus,  found- 
hypertrophy.  It  sometimes  is  difficult  to  diagnose  as  it  may 
present  with  obstructive  symptoms.  At  the  present  time,  the 
most  common  organisms  responsible  are  the  gram  negative 
coliforms,  specially  E.  coli,  and  Staphylococcus  aureus.  The 
only  method  of  treatment  that  should  be  used  is  the  surgical, 
either  TUR,  or  the  perineal  route;  in  which  cases  the  progno- 
sis is  good. 
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ARTICULOS  ESPECIALES 


Update  on  Genital 
Herpesvirus  Infections 

The  treatment  of  genital  herpes  with  antiviral  drugs  has 
been  the  focus  of  much  attention  in  both  the  scientific 
community  and  the  media.  The  demonstration  of  an  associa- 
tion between  genital  herpesvirus  infections  and  cervical  can- 
cer, and  the  risk  of  severe  neonatal  infections  in  infants  born 
to  infected  mothers,  have  heightened  the  anxiety  for  an 
effective  treatment  modality.  But  it  is  premature  at  present 
to  consider  any  of  the  available  drugs  effective  in  completely 
eradicating  genital  herpesvirus  infections.  This  issue 
discusses  clinical  aspects  of  genital  herpes,  with  emphasis  on 
medical  management. 

Epidemiology 

The  incubation  period  of  primary  herpes  simplex  virus 
infections  ranges  from  2 to  12  days.  The  human  is  the  only 
host  to  and  the  exclusive  reservoir  of  herpesvirus  types  1 and 
2 (HSVl  and  HSV2,  respectively).  Although  the  different 
serotypes  have  been  associated  with  different  sites  of  reco- 
very,' it  is  incorrect  to  associate  all  above-the-waist  infections 
with  HSVl  and  all  below-the-wait  infections  with  HSV2.  In 
general,  about  16%  of  genital  lesions  are  caused  by  HSVl, 
the  rate  increases  to  30%  in  the  15-24  year  old  group.^  The 
higher  rate  in  young  people  probably  can  be  attributed  to  the 
increase  of  oral-genital  activity  in  that  age  group. 

Serologic  surveys  among  various  populations  and  age 
groups  have  shown  widespread  prevalence  of  HSV  infec- 
tions. In  10-14  year  olds  almost  70%  of  children  in  some 
populations  will  show  serologic  exposure  to  HSVl.^  By  50 
years  of  age  over  90%  of  individuals  show  evidence  of  expo- 
sure to  HSV. 

Immunology 

Individuals  without  antibody  are  susceptible  to  primary 
herpesvirus  infection.  The  primary  infection  may  be  asymp- 
tomatic, with  HSV  neutralizing  antibodies  forming  prior  to 
the  recognition  of  any  symptoms.  When  this  is  the  case,  the 
first  episode  of  herpes  manifested  is  considered  a non- 
primary infection.'’  Antibody  will  not  prevent  recurrences  of 
reinfections,  though  subsequent  attacks  tend  to  be  milder 


than  the  initial  infection.  Antibody  to  HSV  1 confers  a degree 
of  cross-protection,  rendering  the  individual  with  it  less 
severely  ill  should  infection  with  HSV2  occur. 

HSV  is  known  to  be  latent  in  sensory  and  automatic 
ganglia  of  nerves  innervating  the  site  of  recurrent  infection. 
Latent  periods  are  marked  by  episodes  of  active  viral  replica- 
tion. After  reaching  a saturation  point,  shedding  of  infec- 
tious virus  occurs.  Reactivated  clinical  disease  may  result 
depending  on  the  host’s  immune  response  and  factors  such 
as  stress,  fever,  exposure  to  sunlight,  reduced  cell  mediated 
immunity,  and  iatrogenic  or  disease-related  immunosup- 
presssion.  Recurrent  HSV  is  most  severe  in  immunosuppres- 
sed  patients.^ 

Clinical  Features 

Herpetic  lesions  are  painful,  recurrent  vesicles  and 
ulcers.  The  number  and  location  of  lesions  determine  whet- 
her and  how  much  pain  the  patient  experiences.®  For  exam- 
ple, cervical  lesions  are  often  subclinical,  and  without 
attending  pain.  On  the  vulva  and  the  vagina,  painful  ulcers 
associated  with  inguinal  adenopathy  and  constitutional 
signs  may  occur.  Lesions  near  the  urethra  or  introitos  are 
more  painful  than  those  on  the  perineum  of  labia  majora. 

Perianal,  anal,  and  rectal  hepres  are  often  very  painful. 
Anal  vesicles  and  ulcers  may  spread  to  the  cleft,  and  ingui- 
nal adenopathy  often  occurs.  Pruritus  ani  may  be  severe. 
Anorectal  herpes  generally  occurs  in  adults  with  a history  of 
anal  intercourse.’ 

Herpetic  vesicles  and  ulcers  can  occur  anywhere  on  the 
glans,  prepuce  of  shaft  of  the  penis.  The  lesions  may  be 
multiple  and  grouped,  and  mimic  other  sexually  transmitted 
diseases.  Herpetic  urethritis  does  occur,  and  herpesvirus 
may  not  be  recognized  as  the  cause  of  a case  of  non- 
gonococcal urethritis  not  responding  to  conventional  NGU 
therapy. 

Individual  response  to  pain  varies,  and  in  herpesvirus 
infections  is  influenced  by  the  stoicism  of  the  individual,  the 
patient’s  expectations  concerning  medical  management  and 
the  emotional  upset  caused  by  having  the  disease.® 

Diagnosis 

In  most  cases,  the  disease  can  be  diagnosed  clinically, 
particularly  if  the  patient  presents  with  vesicular  lesions  and 
a history  of  recurrence  at  or  near  the  same  site,  laboratory 
tests  are  available  for  the  identification  and  typing  of  HSVl 
and  HSV2.  In  addition,  antibodies  to  both  types  of  virus  can 
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be  identified  and  quantitated  by  a variety  of  techniques. 
There  are  limitations  to  the  utility  of  serologic  tests  because 
of  the  high  prevalence  of  antibodies  to  HSV.  Recurrences  are 
rarely  associated  with  antibody  increases.  However,  a four- 
fold increase  in  antibody  titer  between  acute  and  convales- 
cent sera,  if  found,  is  significant. 

Morphological  changes  in  infected  cells  may  assist  in  the 
diagnosis  of  herpesvirus  infections.  The  classic  Tzanck 
smear  demonstrates  the  characteristic  multinucleated  giant 
cells  in  scrapings  of  lesions  stained  with  Giemsa,  Wright  and 
other  apropriate  stains.  Characteristic  intranuclear  inclu- 
sions can  also  be  seen  on  Papanicolaou  smears.  The  Pap 
smear  is  valuable  in  detecting  asymptomatic  cervicitis.  The 
histological  changes  will  not  differentiate  primary  from 
recurrent  infections,  nor  will  they  differentiate  between 
HSVl  and  HSV2  infections.  Unfortunately,  the  histology  is 
not  specific  for  HSV  as  similar  changes  can  be  seen  in 
varicella  zoster  infections. 

Viral  antigen  can  be  demonstrated  by  specific  immuno- 
fluorescent  techniques.  Direct  virus  isolation  by  inoculation 
into  tissue  culture  has  replaced  older  methods  using  the 
chick  chorioallantoic  membrane. 

Treatment 

Antiviral  drugs  inhibit  the  replication  of  herpes  simplex 
viruses.  Acyclovir  interferes  with  the  action  of  viral  DNA 
polymerase,*  and  its  efficacy  has  been  tested  in  several  clini- 
cal trials.  When  the  drug  was  administered  intravenously  in 
a group  of  thirty  patients  with  severe  primary  attacks,  acy- 
clovir significantly  reduced  the  median  healing  time  and 
duration  of  vesicles,  and  reduced  new  lesion  formation  as 
compared  to  the  control  group. ^ Acyclovir  was  associated 
with  a shorter  healing  time  for  internal  lesions  in  women,  but 
not  external  ones.  In  this  study,  the  drug  did  not  reduce  pain 
associated  with  the  lesions. 

Patients  enrolled  in  the  study  had  lesions  for  a median  of 
four  days,  and  as  the  virus  probably  had  already  reached 
the  dorsal  root  ganglion  it  was  doubtful  that  acyclovir  could 
prevent  any  recurrences.®  Intravenous  administration  was 
selected  to  provide  baseline  information  on  the  drug,  and 
circumvent  problems  associated  with  gastrointestinal  absorp- 
tion. It  was  noted  that  intravenous  acyclovir  is  seldom  the 
most  appropriate  form  of  treatment  for  first  attacks  of  herpes. 

Topically  applied  acyclovir  proved  to  shorten  the  duration 
of  viral  shedding,  and  accelerate  crusting  of  genital  lesions  in 
male  patients.'*  Acyclovir  did  not  influence  the  frequency  of 
new  lesion  formation,  which  developed  more  frequently  in 
patients  with  primary  genital  herpes  (82%)  than  in  those  expe- 
riencing non  primary  episodes  (54%).  New  lesions  were 
accompanied  by  pain  and  pruritus.  Patients  developed  new 
lesions  despite  acyclovir  treatment  and  treatment  did  not  signi- 
ficantly reduce  the  healing  of  all  external  lesions.'*  A few 
patients  experienced  local  irritation  from  the  drug.  Wides- 
pread usage  of  topical  acyclovir  might  increase  viral  resis- 
tance,* creating  problems  in  medical  management  similar  to 
those  presented  by  resistant  bacteria.  Thymidine  kinase- 
negative viral  mutants  exist  naturally,  and  acyclovir  can  select 
for  this  resistance.  For  example,  two  bone  marrow  transplant 
patients  with  established  mucocutaneos  herpes  were  treated 
with  acyclovir  for  1 week.®  Despite  the  healing  of  lesions, 
patients  continued  to  shed  thymidine  kinase  deficient  mutants 
one  week  after  the  cessation  of  treatment.  Resistant  mutants 


will  require  a new  class  of  antiviral  agents. 

It  is  therefore  suggested  that  topical  acyclovir  therapy  be 
limited  to  patients  with  initial  herpes  infections*  and  immuno- 
compromised patients  with  non-life  threatening  mucocuta- 
neous herpes,  while  intravenous  acyclovir  be  limited  to 
immunocompromised  patients  with  severe  herpes,  and  new- 
borns having  herpetic  encephalitis. 

Neonatal  Herpes 

The  most  frequent  source  of  neonatal  infections  is  a pre- 
existing HSV  infection  of  the  maternal  birth  canal.  In  the 
infant  the  disease  may  vary  in  severity  from  a sub-clinical 
infection  to  a disseminated  infection,  the  latter  usually  being 
fatal.  If  a mother  is  infected  at  the  time  of  delivery  the  risk  of 
neonatal  infection  may  be  as  high  as  50%.“  Caesarian  section 
is  advised  if  there  is  evidence  of  cervicovaginal  infection  in  the 
mother  near  term.  Caesarian  section  however  is  unlikely  to 
protect  the  fetus  from  infection  if  more  than  six  hours  have 
elapsed  after  rupture  of  the  membranes. 

Infants  with  disseminted  HSV  may  present  with  lethargy, 
poor  feeding,  apnea,  acidosis,  and  hepatomeagaly,  but  wit- 
hout mucocutaneous  lesions.*^  Diagnosis  is  made  by  culturing 
the  infant’s  oropharynx  and  blood  and  the  mother’s  cervix  for 
HSV.  Neonates  with  HSV  encephalitis  may  also  be  without 
cutaneous  lesions.  In  the  group  studied,  the  maternal  history 
did  not  always  suggest  compatible  genital  HSV.  Simple  cultu- 
res on  mother  and  child  did  not  facilitate  early  diagnosis; 
repeated  cutlure  of  cerebrospinal  fluid  and  the  performance  of 
a brain  bipsy  were  necessary  to  make  the  diagnosis. 

HSV  infections  should  be  considered  in  all  neonates  with 
signs  of  bacterial  sepsis  or  who  develop  focal  seixures  during 
the  first  three  weeks  of  life;  oropharyngeal  and  blood  cultures 
shold  be  performed  on  such  infants.  The  mothers  should  be 
reexamined  and  cultured  to  detect  HSV.*^ 

Prevention 

Avoidance  of  direct  contact  with  active  lesions  is  advised. 
The  use  of  a condom  will  substantially  reduce  the  risk  of 
transmission  and  is  strongly  recommended.  It  has  been  repor- 
ted that  the  spermicidal  jellies  marketed  for  use  with  a diaph- 
ragm have  antiherpetic  activity.  For  double  protection,  the 
male  should  use  a condom,  the  female  a diaphragm  and 
spermicidal  jelly.  No  intercourse  should  be  permitted  while 
lesions  are  active.  In  order  to  avoid  autoinoculation,  a woman 
with  herpes  simplex  of  the  mouth  should  avoid  touching  these 
lesions  prior  to  inserting  a tampon  or  diaphragm.  Hands 
should  be  washed  first  before  applying  or  inserting  any 
product. 

References 

1.  Dawdle  W,  Nahmias  A.  Harwell  R,  Pauls  F:  Association  of  antigenic 
type  of  Herpesvirus  hominis  to  site  of  viral  recovery.  J.  Immunol.  99: 
974-80,  1967. 

2.  IVolomis  S,  Jeansson  S:  Correlation  of  herpes  simplex  virus  types  1 and 
2 with  clinical  features  of  infection. 

3.  Nahmias  AJ,  Starr  SE:  Infections  caused  by  Herpes  simplex  virus.  In 
Infectious  Diseases  2d  edition  edited  by  P.D.  Hoeprich  p 730,  Publis- 
hed by  Harper  & Row,  Hagerstown,  Md.  1977. 

4.  Corey  L,  Nahmias  AJ,  Guinan  ME,  Benedetti  JK,  Critchlow  CW,  Hol- 
mes KK:  A trial  of  topical  acyclovir  in  genital  herpes  simplex  virus 
infections.  N.  Engl  J Med  306:  1313-9,  1982. 


302 


Voi.  74  Núm  ¡O 


5.  Overall.  JR:  Persistent  problems  with  persistent  herpesviruses.  N Engl 
J Med  305:  95-97.  1981. 

6.  Minde!  A.  Adler  MW.  Sutherland S.  Fiddian  AP:  Intravenous  acyclovir 
treatment  for  primary  genital  herpes.  Lancet  27:  Mar  82,  697-700. 

7.  Nahmias  AJ:  Re:  laboratory  diagnosis  of  herpes  simplex  virus  infection 
— prospects  and  problems.  Diagnostic  Horizons  1:  1-6,  1977. 

8.  l.uhy  J:  Therapy  in  genital  herpes.  N Engl  J Med  306:  1356-7,  1982. 

9.  Burns  WH.  Sara!  R.  Santos  GW,  Laskin  OL  et  al:  Isolation  and 
characteristics  of  resistant  herpes  simplex  virus  after  acyclovir  the- 
rapy. Lancet  1:421-423,  1982. 

10.  .Abramowicz  Mark  ed:  Topical  Acyclovir  for  Herpes  simplex.  The 
Medical  Letter.  Vol  24  (611):  55-56,  1982. 

1 1.  Nahmias  AJ.  Roizman  B:  Infection  with  herpes  simplex  viruses  1 and  2. 
N Eng  J Medicine  289:  667-789,  1973. 

12.  .Arvin  AM,  Yeager  AS.  Bruhn  FW.  Grossman  M.  Neonatal  herpes 
simplex  infection  in  the  absence  of  mucocutaneous  lesions.  Pediatrics 
100:  715-721,  1982. 


NOTA  EDITORIAL: 

Este  artículo  ha  sido  reproducido  de:  City  Health  Information,  una  publi- 
cación oficial  del  Departamento  de  Salud  de  la  ciudad  de  Nueva  York. 


Fotografía  cortesía  de  Dolores  Méndez-Cashion,  M.D. 


“Ponce  la  próxima  ciudad  en  importancia  (después  de  San 
Juan)  tiene  una  población  de  alrededor  de  15, 000,  mientras  que 
la  playa,  a cinco  millas  de  distancia,  tiene  otros  5,000.  El 
puerto  es  espacioso  y acomoda  embarcaciones  que  usan  hasta 
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25  pies  de  agua.  Los  habitantes  se  dedican  principalmente  a las 
actividades  mercantiles.  Ponce  es  una  ciudad  próspera,  v, 
como  tiene  un  buen  abasto  de  agua  pura,  se  le  considera  una  de 
las  más  saludables". 


Psychiatry’s  Anxious  Years: 
Decline  in  Allure  as  a Career 
Leads  to  Self-Examination 

By:  Bryce  Nelson 

American  psychiatrists  are  increasingly  distressed  because 
they  believe  too  few  medical  school  students  are  being 
attracted  to  the  profession  to  keep  psychiatry  vital  and  to 
meet  the  nation’s  mental  health  needs. 

Some  psychiatrists  conclude  that  the  decade-long  plunge 
in  interest  that  led  to  the  current  situation  reflects  a 
disillusionment  on  the  part  of  medical  students  over  the 
scientific  validity  and  practical  effectiveness  of  the  discipline. 
They  also  point  to  student  dissatisfaction  with  a prospective 
income  that  has  become  relatively  low  in  comparison  to  that 
of  other  physicians. 

From  1970  to  1980  the  percentage  of  medical  students 
drawn  to  psychiatry  fell  from  above  1 1 percent  to  less  than 
half  that  proportion.  (Figure  1)  That  dramatic  decline  has 
become  a force  compelling  a profession  that  often  encourages 


introspection  in  its  patients  to  engage  in  some  intensive  self- 
scrutiny of  its  own.  As  a result  of  this  critical  evaluation, 
efforts  are  under  way  to  raise  the  scientific  quality  of 
psychiatric  education  in  medical  schools,  to  promote 
recruitment  into  the  field  and  to  improve  the  public’s  esteem 
for  psychiatry. 

Some  leaders  in  what  was  once  a fast-growing  specialty 
believe  that  a slight,  recent  increase  in  student  applications 
may  indicate  that  the  problem  is  diminishing.  Others, 
however,  insist  that  it  is  too  soon  to  tell. 

Dr.  Herbert  Fardes,  director  of  the  National  Institute  of 
Mental  Health,  wrote  recently,  “Over  the  past  decade 
psychiatry’s  recruitment  problems  have  been  a serious 
challenge;  our  inability  to  attract  the  young  has  been  viewed 
as  a distressing  critique  of  the  field’’. 

Moreover,  career  interest  in  psychiatry  has  plunged  just 
when  many  medical  experts  say  the  nation  is  facing  a shortage 
of  psychiatrists.  For  instance,  the  federally  commissioned 
Graduate  Medical  Education  National  Advisory  Committee 
has  projected  that  while  the  nation  will  have  many  more 
physicians  than  it  will  need  by  1990  and  that  most  specialties 
will  be  in  surplus,  there  will  be  only  80  percent  of  the  general 
psychiatrists  needed  by  then,  and  only  45  percent  of  the  child 
psychiatrists. 

The  reluctance  of  medical  students  to  enter  the  field  is 
especially  galling  and  demoralizing  to  psychiatrists  who 
remember  their  discipline  as  the  fastest-growing  medical 
specialty  in  the  heady  years  after  World  War  II. 

“We  can  see  evidence  of  the  decline  in  interest  here  at  the 
Washington  School  of  Psychiatry”,  says  the  school’s  director. 
Dr.  Stephen  M.  Sonnenberg.  “We  are  now  seeing  far  fewer 
people  in  graduate  training  because  far  fewer  people  have 
been  going  through  psychiatric  residencies.  It’s  very 
discouraging”. 

Although  there  are  many  forums  in  which  to  judge  the 
merits  of  psychiatry,  the  declining  interest  among  medical 
students  is  seen  as  a particularly  painful  indictment. 

What  the  waning  enthusiasm  for  their  field  has  forced 
psychiatrists  to  confront  more  directly  is  their  low  position 
on  the  medical  profession’s  totem  pole.  An  analysis  of 
research  on  medical  students  by  two  psychiatrists.  Dr.  Arthur 
C.  Nielsen  3d  and  Dr.  James  S.  Eaton  Jr.,  found  that  the 
students  “viewed  psychiatry,  even  in  the  best  of  recruitment 
times,  as  low  in  status,  low  in  efficacy,  high  in  potential  for 
inducing  anxiety”  among  practitioners,  and  “practiced  by 
generally  well-meaning,  intellectual,  kindly  but  somewhat 
fuzzy-minded  and,  at  times,  downright  neurotic  practitioners.” 

Dr.  Nielsen  and  Dr.  Eaton  presented  their  conclusions  in 
the  Archives  of  General  Psychiatry.  They  said  the  students’ 
negative  experiences  in  medical  school,  along  with  “confusion 
about  the  appropriate  roles  and  skills  of  psychiatrists,”  and 
the  growth  of  the  “family  practice”  specialty  (a  relatively  new 
trend  in  which  physicians  are  returning  to  the  concept  of  the 
general  practitioner)  had  all  helped  persuade  medical  students 
to  enter  other  specialties. 

The  students  have  been  disconcerted  by  a large  influx  of 
people  into  the  therapy  business  from  a variety  of  other 
backgrounds  — including  psychology,  social  work  and  pasto- 
ral counseling.  Not  only  do  these  often  highly  trained 
professionals  offer  economic  competition  but  they  can  make 
the  student  wonder  why  an  arduous  medical  education  is 
needed  to  do  similar  work. 

Then  there’s  the  worry  over  earnings.  With  an  average  net 
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annual  income  of  $70,600  in  1981,  the  psychiatrists  were  next 
to  the  bottom  of  the  medical  profession,  according  to  the 
American  Medical  Association’s  Center  for  Health  Policy 
Research.  Only  pediatricians,  at  $65,100,  made  less.  Surgeons 
and  anesthesiologists  led  with  incomes  of  $1 18,600. 

“It’s  not  that  people  are  setting  out  to  become  rich  Park 
Avenue  doctors,”  says  Dr.  Carolyn  B.  Robinowitz,  deputy 
medical  director  of  the  American  Psychiatric  Association, 
“but  that  they’re  having  to  think  of  how  they’re  going  to  pay 
off  a $60,000  or  $80,000  debt  from  medical  school”. 

Adding  to  the  economic  concerns  of  prospective  psychiatrists 
is  the  awareness  that  insurance  plans  are  often  wary  about 
bearing  the  costs  of  psychiatric  treatment  (a  wariness  that, 
like  the  recruitment  problems,  has  impelled  the  field  toward 
demonstrating  it  is  more  effective  than  its  image  sometimes 
allows). 

Applications  for  training  in  psychoanalysis,  a specialty 
within  psychiatry,  have  also  declined  in  the  past  decade.  Since 
practioners  of  analysis  might  only  treat  eight  or  10  persons  a 
week,  “some  people  feel  they  want  to  touch  a larger  number 
of  patients,”  says  Dr.  Sonnenberg  of  the  Washington  School 
of  Psychiatry. 

As  for  the  general  decline  in  psychiatry,  some  blame  the 
withering  criticism  the  field  has  received  in  recent  years.  One 
of  the  most  outspoken  critics  is  Dr.  Thomas  S.  Szasz,  a 
professor  of  psychiatry  at  the  State  University  of  New  York  at 
Syracuse. 

Dr.  Szasz  has  argued  for  years  that  “these  things  called 
mental  illnesses  are  not  diseases  at  all  but  part  of  the 
vicissitudes  of  life”,  dismissing  psychiatry  as  a specialty 
without  a medical  cause. 

“In  the  smoke-filled  rooms,”  Dr.  Szasz  says,  “time  and 
time  again  I’ve  heard  the  view  that  Szasz  has  killed 
psychiatry.  I hope  so.” 

A number  of  psychiatrists  readily  acknowledge  that  their 
profession  must  share  a large  portion  of  the  blame  for  its 
problems.  Dr.  Pardes  has  written  of  the  “boomerang  of 
psychiatry’s  overpromises  in  the  1950’sand  1960’s.  Even  with 
expanded  resources  and  hundreds  of  community  mental 
health  centers,  psychiatry  could  not  solve  the  nation’s  mental 
health  problems  or  eliminate  its  mental  hospitals. 

In  the  late  1960’s  and  early  1970’s  according  to  Dr. 
Arnold  M.  Cooper,  director  of  education  in  the  department 
of  psychiatry  at  the  New  York  Hospital-Cornell  Medical 
Center,  “Psychiatry  went  through  a terrible  state  of  confu- 
sion. It  was  not  clear  whether  we  were  doing  medicine  or 
promoting  social  welfare”. 

Dr.  Cooper  and  others  point  to  the  elimination  of  the 
medical  internship  requirement  for  board  certification  in 
psychiatry  in  the  early  1970’s.  Having  since  decided  that  the 
medical  internship  was,  indeed,  needed,  several  institutions 
have  reinstituted  it  as  part  of  a psychiatric  residency. 

Dr.  Stuart  C.  Yudofsky,  vice  chairman  of  the  psychiatry 
department  at  Columbia  University’s  College  of  Physicians 
and  Surgeons,  says,  “There  was  too  much  emphasis  on  social 
theory  rather  than  on  the  biological  and  pharmacological 
triumphs  of  psychiatry.  We  turned  people  off  by  not  being 
crisp  and  scientific  enough”. 

As  psychiatric  recuitment  began  to  fall  sharply  in  the 
early  1970’s,  many  psychiatrists  seemed  to  want  to  ignore  the 
troubling  development. 

“The  enormous  size  of  the  issue  didn’t  begin  to  hit  us 
until  the  late  1970’s,”  says  Dr.  Carolyn  B Robinowitz,  deputy 


medical  director  of  the  American  Psychiatric  Association. 

In  response,  a conference  centering  on  the  need  to 
promote  psychiatric  recruitment  was  held  in  San  Antonio. 
The  conference  recommended  among  other  things,  improve- 
ment in  the  quality  of  psychiatric  education  and  urged  greater 
efforts  to  alert  medical  students  to  the  need  for  more 
psychiatrists. 

Perhaps  in  part  as  a result  of  the  enhanced  recruitment 
effort,  the  number  of  medical  schools  with  student 
psychiatric  clubs  has  increased  up  to  60  now  from  seven  in 
1978.  Dr.  Yudofsky  of  Columbia  also  credits  the  increased 
emphasis  on  psychiatry’s  scientific  content  as  part  of  the 
explanation  for  a recent  rise  in  graduates  choosing  psychiatry 
at  his  institution. 

In  the  opinion  of  Dr.  Pardes  and  others  the  scientific 
content  of  psychiatry  has  improved  both  in  research  and  in  a 
more  sophisticated  understanding  of  the  biological  under- 
pinnings of  many  serious  mental  disorders. 

“I  think  the  field  is  going  on  a more  sober  course,”  Dr. 
Pardes  says.  And  he  views  the  increased  scientific  training  as 
vitally  important;  “It  has  become  increasingly  clear  that  the 
critical  need  in  mental  health  is  for  people  who  can  bring  the 
psychology  and  the  biology  together.” 

But  there  is  reason  for  hope  in  the  latest  recruitment 
figures.  The  percentage  of  medical  school  graduates  choosing 
psychiatric  residencies  has  moved  to  about  5 percent  this  year 
from  about  4 percent  in  1980. 

“I  think  1980  was  a bottoming-out  year,”  says  Dr. 
Taintor,  “but  it  would  be  nice  to  have  another  solid  year  of 
gain  to  confirm  the  change”.  Indeed,  some  contend  that  the 
dismal  days  of  psychiatric  recruitment  are  already  past. 
Others  are  not  nearly  as  optimistic,  and  argue  that  psychiatry 
will  never  flourish  to  the  extent  that  those  who  entered  the 
field  in  the  1950’s  and  1960’s  once  expected. 

“I’ve  had  a wonderful  career,”  says  one  middle-aged 
Northeastern  psychiatrist,  “but  if  I were  a young  person 
today  I don’t  know  if  I would  do  it  over  again.  I see  the 
reluctance  of  people  to  go  into  therapy  and  the  reluctance  of 
insurance  companies  to  help  them  pay  for  it.  I would  be 
concerned  about  developing  skills  that  would  be  of  no  use.  It 
would  concern  me  that  I might  become  a dinosaur.” 


NOTA  EDITORIAL: 

Por  considerarlo  de  interés  para  nuestros  lectores  hemos  reproducido  este 
articulo  que  apareció  en  la  sección  Science  Times  del  New  York  Times, 
Nov.  2,  1982. 
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Study  on  Physician  Mortality 
Yields  Unexpected  Findings 


Physicians  who  committed  suicide  had  “unexpected 
similarities”  to  physicians  who  died  of  natural  causes, 
according  to  a pilot  study  on  physician  mortality  conducted 
by  the  American  Medical  Association  and  the  American 
Psychiatric  Association. 

Results  of  the  study  are  contained  in  a report  prepared  by 
the  AMA’s  Council  on  Scientific  Affairs  and  will  be  presented 
to  the  AMA’s  House  of  Delegates  for  possible  action  during 
the  Association’s  Interim  Meeting  in  Miami  Beach  in 
December. 

The  study,  authorized  by  the  AMA’s  Board  of  Trustees  in 
1980,  was  an  attempt  to  study  physician  and  medical  student 
suicide  in  order  to  enhance  its  prevention,  determine  causes  of 
physician  mortality,  and  compare  the  results  with  earlier 
studies  of  physicians  and  other  groups. 

In  five  states  (Arizona,  California,  Michigan,  Oregon,  and 
Pennsylvania)  psychiatrists  were  appointed  as  managers  to 
direct  the  interviewing  of  next  of  kin  and  other  survivors  and 
associates  of  deceased  physicians. 

From  the  AMA’s  physician  records  section  1,258  death 
reports  from  1980  and  1981  were  examined.  Of  these,  24  were 
listed  as  suicides,  128  as  “possible”  suicides,  and  1,106  as 
deaths  from  other  causes.  Selected  for  follow-up  were  223 
deaths  — all  of  the  suicides  and  possible  suicides,  and  a 
random  sample  of  71  of  the  deaths  from  other  causes. 

Interviews  were  completed  successfully  on  61,  or  27%,  of 
the  deaths  selected  for  follow-up.  As  a result  of  the  interviews, 
six  of  the  possible  suicides  were  reclassified  as  “definite” 
suicides,  six  remained  as  “questionable”  suicides,  and  the  rest 
were  designated  as  “deaths  from  other  causes”. 

According  to  the  council  report,  retrospective  analysis  — 
based  on  interviews  of  relatives  and  associates  of  15  of  the 
physicians  who  took  their  own  lives — reveals  “not  unexpected 
differences”  between  the  life  courses  of  these  physicians  and 
of  36  physicians  who  died  of  natural  causes  and  “unexpected 
similarities”  as  well. 

For  example,  no  substantial  difference  was  found  in  use  of 
alcohol  or  other  drugs  between  the  “suicides”  and  the 
“naturals.”  Although  26%  of  the  suicides  and  only  8%  of  the 
other  group  were  reported  to  have  been  “increasing  their 
drinking”  at  the  time  of  death,  other  evidence  of  “dispropor- 
tionate drinking”  was  not  apparent  among  those  who 
committed  suicide. 

According  to  the  report,  27%  of  the  suicides  and  36%  of 
the  naturals  drank  daily,  and  only  13%  of  the  suicides  and 
19%  of  the  naturals  ever  drank  more  than  they  did  at  the  time 
of  their  deaths.  In  the  family’s  attitude  toward  the  physician’s 
drinking,  only  7%,  or  one  family,  expressed  disapproval  in  the 
suicide  group,  compared  with  14%  expressing  disapproval  in 
the  other  group. 

Another  area  in  which  suicides  did  not  differ  from 
naturals  was  in  their  tendency  to  overwork.  Half  of  all  of  the 
deceased  physicians,  regardless  of  the  cause  of  their  deaths, 
were  deemed  to  be  “workaholics”  by  the  interviewees. 


The  report  says  suicides  had  “special  vulnerabilities”  and 
seemed  to  have  experienced  events  and  circumstances  that 
weren’t  characteristic  of  physicians  who  died  of  natural 
causes.  For  example,  86%  of  the  suicides  sustained  personal 
and  professional  losses  in  the  immediate  past,  but  none  of  the 
naturals  did. 

With  respect  to  financial  matters,  60%  of  the  suicides  and 
22%  of  the  naturals  were  said  to  have  been  “financially 
worried.”  A third  of  th  suicides  and  a fourth  of  the  naturals 
had  some  “appreciable  trouble”  in  their  practices,  such  as 
liability  claims,  but  whereas  all  of  the  suicides  who  had  such 
trouble  either  lost  their  licenses  or  hospital  affiliations,  none 
of  the  naturals  did. 

Half  of  the  suicides  and  half  of  the  naturals  were  said  to 
have  been  “practicing  competently”  at  the  time  of  death,  but 
20%  of  the  suicides  and  none  of  the  others  were  viewed  as 
practicing  incompetently.  In  their  attitude  toward  patients, 
73%  of  the  suicides  and  97%  of  the  naturals  were  called 
“responsible”;  1 3%  of  the  suicides  and  none  of  the  others  were 
termed  “mildly  irresponsible”. 

In  their  marraiges,  siucides  differed  from  naturals  in  how 
they  derived  satisfaction.  For  suicides,  the  family  was  a source 
of  satisfaction  in  only  13%  of  the  cases,  whereas  recreation, 
and  often  isolated  recreation,  was  the  source  in  27%  of  the 
cases.  For  naturals,  the  corresponding  proportions  were  30% 
and  3%. 

Respondents  were  asked  whether  they  thought  the  suicide 
deaths  were  foreseeable  or  preventable.  In  53%  of  the  cases, 
they  were  “definitely”  foreseeable  and  in  33%  of  the  cases 
“possibly”  foreseeable.  While  60%  were  viewed  as  “possibly” 
preventable,  however,  only  one  case  was  said  to  the  “highly” 
preventable. 

According  to  the  report,  comments  from  interviewers 
after  they  had  talked  with  respondent  helped  illuminate  some 
of  the  pre-suicidal  behavior  and  circumstances  in  the  lives  of 
the  physicians  who  kill  themselves.  Self-imposed  isolation  on 
the  one  hand,  and  overwork  and  over-involvement  on  the 
other,  were  seen  as  two  different  mechanisms  for  attempting 
to  cope  with  feelings  of  inadequacy  and  low  self-esteem,  or  of 
fear  of  becoming  deeply  involved  in  interpersonal  relationships. 

In  such  cases,  the  report  noted,  working  long  hours,  rather 
than  leading  to  exhaustion,  despair,  and  suicide,  may  be  a 
“sustaining  lifeline  to  which  the  physician  clings  for  meaning 
and  a degree  of  satisfaction  in  his  existence”. 

Interviewers  also  commented  that  psychiatric  treatment 
alone,  or  at  an  earlier  time  of  life,  does  not  seem  “to 
necessarily  protect”  against  suicide.  If  anything,  the  informa- 
tion indicated  that  therapists,  colleagues,  and  family  need  to 
be  “much  more  vigilant”  about  this  danger  and  more  aware  of 
the  importance  of  support  systems  while  the  physician  is  in 
treatment. 

In  a cautionary  note,  the  report  points  out  that  there  were 
too  few  cases  of  suicide  investigated  “to  draw  more  than  a 
sketchy  outline”  of  a suicidal  physician  profile.  A more 
complete  picture  would  require  interviewing  on  additional 
cases  of  physician  suicide,  together  with  indepth  analysis  and 
correlation  of  both  existing  and  new  data  and  other 
information,  according  to  the  report. 

The  information  at  hand,  “while  suggestive  at  best” 
indicates  that  being  depressed,  having  financial  problems, 
experiencing  major  personal  or  professional  losses,  being 
dissatisfied  with  professional  life,  having  a less-than- 
responsible  attitude  toward  patients,  being  uncooperative 
with  colleagues,  and  deriving  little  satisfaction  from  family 
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relationships  can  be  “signal  of  impending  suicide,”  according 
to  the  report.  A physician  who  sends  out  more  than  one  of 
these  signals  “may  well  be  a candidate  for  prompt  collegial 
concern  and  meaningul  offers  of  help  and  support,”  the  report 
says. 

Of  the  six  deaths  reclassified  as  “possible  suicides”  the 
report  notes  that,  “in  the  aggregate,  they  reflected  a kind  of 
chronic  syndrome  or  sustained  behavior  pattern  that  might  be 
characterized  as  a lethal  lifestyle  — perhaps  near  the  center  of 
a continuum  running  from  unconscious  or  subconscious  self- 
destructive behavior  on  the  one  end  to  suicide  on  the  other.” 

In  a section  of  the  report  discussing  the  need  of  surviving 
spouses  for  therapy  and  support,  it  is  noted  that  suicides  and 
other  “needless”  or  sudden  deaths  “usually  exact  a heavy 
psychological  toll”  from  those  close  to  the  deceased.  Spouses 
“especially  need  support  and  assistance”  as  they  attempt  to 
work  through  complex  feelings  of  grief,  shock,  rage,  guilt,  and 
disbelief,  according  to  the  report. 

In  discussing  the  national  incidence  of  physician  suicide, 
the  report  notes  that  various  other  studies,going  back  as  far  as 
1912,  generally  have  placed  the  physician  suicide  rate  between 
30  and  40  per  100,000  population.  Extrapolations  from  the 
current  pilot  study,  however,  yeld  a far  smaller  estimate  of  the 
number  — 19.5  to  28.4  per  100,000  for  1980-1981. 

The  report  points  out,  however,  that  because  the 
calculations  were  based  on  a relatively  small  sample  of 
interview  out-comes  on  possible  suicides  in  the  five  states,  the 
actual  incidence  of  suicide  is  more  likely  to  be  higher  than 
these  estimated  figures.  It  is  reasonable  to  expect  that  a larger 
proportion  of  actual  suicides  were  included  among  the  deaths 
for  which  interviews  could  not  be  arranged,  than  among  those 
for  which  interviews  were  secured,  the  study  said. 

According  to  the  AMA’s  Council  on  Scientific  Affairs,  the 
report  reflects  the  considered  judgment  of  a panel  on 
physician  mortality,  appointed  by  the  council  to  advise  on  the 
project’s  operation,  to  coordinate  with  the  APA’s  impaired 
physician  committee,  and  to  assess  findings  and  to  propose 
recommendations.  Chairman  of  the  panel  is  Douglas  A. 
Sargent,  MD,  a Grosse  Point  Farms,  Mich.,  psychiatrist. 
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FACTS  AND  FIGURES 


As  of  last  year,  there  were  4 1 7,876  physicians  in  the 
U.S.,  of  whom  12%  were  females.  The  single  largest 
percentage  of  these  women  work  in  the  District  of 
Columbia.  They  comprise  18.4%  of  all  the  MDs  in 
the  district. 


The  posted  fact  sheet  read: 
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Japan 48 

U.S.A 10,728 
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ELECTROCARDIOGRAFIA 

PEDIATRICA 


S.T.M.  es  una  niña  de  7 años  de  edad  que  fue  sometida  a 
cirugía  cardíaca  para  la  reparación  de  una  comunica- 
ción interventricular  y estenosis  pulmonar.  Tanto  el  acto 
operatorio  (por  vía  transatrial)  como  el  período  post  opera- 
torio cursaron  sin  complicaciones.  La  niña  tuvo  una  recupe- 
ración excelente  y una  vez  dada  de  alta  continuó  asinto- 
mática y con  una  tolerancia  al  ejercicio  normal. 

La  radiografía  de  tórax  post  operatoria  demostraba 
estructuras  cardiopulmonares  normales  y se  obtuvo  el 
siguiente  trazado  electrocardiográfico  en  el  segundo  mes 
post  operatorio. 


El  trazado  es  compatible  con; 

a)  bloqueo  atrioventricular  completo 

b)  extrasístoles  atriales 

c)  bloqueo  atrioventricular  2:1 

d)  bloqueo  de  la  rama  izquierda 

e)  bloqueo  de  2do.  grado  tipo  Mobitz  II 

Respuesta 

c)  Bloqueo  atrioventricular  (A-V)  2:1 
Análisis  del  Trazado 

Se  puede  apreciar  un  ritmo  sinusal  normal  con  un  intér- 
valo  PR  también  normal.  La  frecuencia  atrial  es  de  120/min, 
y la  ventricular  de  60/min.  Vemos  como  cada  onda  T va 
seguida  de  una  onda  P normal  que  no  conduce,  de  manera 
que  que  por  cada  dos  estímulos  atriales  solo  uno  tiene  res- 
puesta ventricular. 


Discusión 

El  bloqueo  AV  2:1  técnicamente  no  puede  ser  conside- 
rado como  del  tipo  Mobitz  I,  donde  hay  una  prolongación 
progresiva  del  intérvalo  PR  hasta  que  una  onda  P no  logra 
generar  un  complejo  QRS,  ya  que  el  impulso  atrial  no  es 
conducido  hasta  el  ventrículo.  Tampoco  este  tipo  de  blo- 
queo incompleto  puede  ser  considerado  como  Motibz  II, 
donde  hay  uno  o dos  latidos  ventriculares  ausentes  sin  que 
vaya  precedido  de  un  cambio  en  el  intérvalo  PR.'  Este 
intérvalo  PR  puede  estar  normal  o prolongado  en  el  caso  del 
Mobitz  II,  el  cual  no  es  frecuente  en  Pediatría. 

Como  se  pudo  apreciar  en  el  trazado;  en  el  bloqueo  AV 
2:1  hay  un  ritmo  sinusal  normal,  con  un  intérvalo  PR  de 
duración  fija  y normal  así  como  un  grado  constante  de 
bloqueo  AV,  de  manera  que  latidos  atriales  alternos  no 
conducen  a los  ventrículos.  Este  tipo  de  bloqueo  AV  puede 
convertirse  en  uno  más  avanzado  de  manera  que  se  bloquee 
másde  un  latido  atrial  y así  convertirse  en  bloqueo  A V 3:1,  ó 
4:1.  El  bloqueo  puede  ocurrir  en  cualquier  area  del  tejido  de 
conducción  AV. 

Etiología 

El  trauma  durante  la  cirugía  cardíaca  es  la  etiología  más 
frecuente  en  el  bloqueo  AV  2:1.  En  ocasiones  este  puede  ser 
transitorio  y desaparecer  en  el  período  post  operatorio  inme- 
diato. Otras  veces  el  bloqueo  puede  ser  consecuencia  de  una 
lesión  o trastorno  a nivel  del  nodo  AV  y en  algunos  de  estos 
casos  la  respuesta  a medicamentos  específicos  es  satisfactoria. 

Tratamiento 

Cuando  el  bloqueo  AV  2: 1 es  debido  a algún  trastorno  del 
nodo  AV  (no  quirúrgico)  la  fenitoína  (defenilhidantoína)  pro- 
duce buenos  resultados.  La  fenitoína  aumenta  la  conducción 
através  del  nodo  AV  y logra  ser  efectiva  al  mejorar  esta 
conducción  ya  comprometida.^ 

Hay  otras  situaciones  en  que  el  bloqueo  AV  2:1  puede 
alternar  con  bloqueos  de  2do.  grado  del  tipo  Mobitz  I y 
Mobitz  II  como  también  puede  aparecer  acompañando  una 
taquicardia  supraventricular.  En  estos  casos  los  estudios  elec- 
trofisiológicos  invasivos  están  indicados  ya  que  en  base  a la 
información  obtenida  de  los  mismos  puede  procederse  a la 
implantación  de  un  marcapasos. 
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Good  mornings 
start  with  restful  nights. 


Dalmanc  (fíurazepam  HCl/ Roche) 

patients  fall  asleep  faster, 
sleep  longer  and  seldom  awaken 
with  morning  hangover. 

Feeling  well  rested  in  the  morning  usually  means 
having  slept  well  the  night  before.  And  for  insomniac 
patients  receiving  hypnotic  therapy,  a good  morning  also 
means  awakening  with  few  side  effects  from  their  medica- 
tion. Many  physicians  choose  Dalmane  for  their  patients 
who  suffer  from  insomnia  for  this  very  reason. 

Aside  from  enabling  patients  to  fall  asleep  more 
quickly  and  sleep  longer,  Dalmane  seldom  causes  morning 
hangover.  Most  Dalmane  patients  feel  alert  and  refreshed 
when  they  awaken.  In  53  paired-night  clinical  studies 
comparing  Dalmanc  and  placebo  in  2010  insomniac 
patients  with  a variety  of  secondary  diagnoses,  most 
Dalmanc  patients  awakened  more  alert  and  refreshed,  and 
less  groggy  and  drowsy,  than  on  nights  when  they  had 
taken  only  placebo.'  In  a double-blind  crossover  study  of 


42  patients  in  private  practice,  approximately  three  times 
as  many  patients  reported  feeling  refreshed  and  alert  upon 
awakening  after  a night  on  Dalmane  (flurazepam/Rochc) 
compared  to  placebo  nights.^  This  difference  was  highly 
significant  (p< 0.001).  And  a retrospective  study  of  2542 
hospitalized  patients  who  received  Dalmanc  revealed  only 
a 3.1%  incidence  of  side  effects.’ 

While  residual  effects  from  Dalmane  therapy  arc 
infrequent,  patients  should  be  cautioned  about  drinking 
alcohol,  driving  or  operating  hazardous  machinery  after 
ingesting  the  drug. 

Efficacy  and  safety  in  a broad 
range  of  patient  types. 

Over  2000  clinical  trials  involving  more  than 
10,000  patients  have  shown  that  Dalmanc  patients  fall 
asleep  sooner,  sleep  longer  and  experience  fewer  nocturnal 
awakenings.'’  The  safety  and  efficacy  of  Dalmane  have 
been  demonstrated  in  medical  and  surgical  hospitalized 
patients,  in  patients  seen  in  office  practice  and  in  elderly 
patients.’-®  Since  the  risk  of  oversedation,  dizziness,  confu- 
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i sion  and/or  ataxia  increases  with  larger  doses  in  the  elder- 
[ ly,  it  is  recommended  that  the  dosage  be  limited  to  15  nig. 

[ Moreover,  the  efficacy  and  safety  of  Dalmane  for  the 
¡ treatment  of  insomnia  have  been  demonstrated  in  thou- 
|i  sands  of  patients  with  a variety  of  primary  medical  condi- 
I'  tions,  including  cardiovascular,  neuropsychiatric,  endocrine- 
metabolic,  gastrointestinal,  genitourinary,  respiratory  and 
musculoskeletal  disorders.'  Dalmane  (flurazepam  HCl/Roche) 
|¡  is  contraindicated  in  pregnancy  and  in  patients  hypersensi- 
I tive  to  the  drug. 

Avoids  rebound  insomnia 
upon  discontinuation. 

Rebound  insomnia— a worsening  of  sleep  beyond 
pretherapy  levels  after  drug  discontinuation— has  been 
reported  as  a potential  clinical  problem  with  some  hypnot- 
ics.’  *°  However,  this  problem  has  not  been  reported  with 
Dalmane.  In  eight  out  of  eight  sleep  laboratory  studies, 

! there  were  no  reports  of  rebound  insomnia."  When  you 
i prescribe  Dalmane,  you  can  be  confident  of  efficacy  that 
' enhances  therapeutic  progress.  Your  insomniac  patients  can 
' be  assured  of  a restful  night,  night  after  night— a good  start 
¡ for  a good  morning. 
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Ibr  efficacy  from  the  beginning 
to  the  end  of  therapy 
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Oalmane® 

flurjzepam  HCl/Roche 
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Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 
Indications:  Effective  in  all  types  of  insomnia  charac- 
terized by  difficulty  in  falling  asleep,  frequent  nocturnal 
awakenings  and/or  early  morning  awakening;  in 
patients  with  recurring  insomnia  or  poor  sleeping  habits; 
in  acute  or  chronic  medical  situations  requiring  restful 
sleep.  Objective  sleep  laboratory  data  have  shown 
effectiveness  for  at  least  28  consecutive  nights  of 
administration.  Since  insomnia  is  often  transient  and 
intermittent,  prolonged  administration  is  generally  not 
necessary  or  recommended.  Repeated  therapy  should 
only  be  undertaken  with  appropriate  patient  evaluation. 
Contraindications:  Known  hypersensitivity  to  fluraze- 
pam  HCI;  pregnancy.  Benzodiazepines  may  cause  fetal 
damage  when  administered  during  pregnancy.  Several 
studies  suggest  an  increased  risk  of  congenital  malforma- 
tions associated  with  benzodiazepine  use  during  the  first 
trimester.  Warn  patients  of  the  potential  risks  to  the 
fetus  should  the  possibility  of  becoming  pregnant  exist 
while  receiving  flurazepam.  Instruct  patient  to  discon- 
tinue drug  prior  to  becoming  pregnant.  Consider  the 
possibility  of  pregnancy  prior  to  instituting  therapy. 
Warnings:  Caution  patients  about  possible  combined 
effects  with  alcohol  and  other  CNS  depressants.  An 
additive  effect  may  occur  if  alcohol  is  consumed  the 
day  following  use  for  nighttime  sedation.  This  potential 
may  exist  for  several  days  following  discontinuation. 
Caution  against  hazardous  occupations  requiring  com- 
plete mental  alertness  (e.g..  operating  machinery,  driv- 
ing). Potential  impairment  of  performance  of  such 
activities  may  occur  the  day  following  ingestion.  Not 
recommended  for  use  in  persons  under  1 5 years  of 
age.  Though  physical  and  psychological  dependence 
have  not  been  reported  on  recommended  doses, 
abrupt  discontinuation  should  be  avoided  with  gradual 
tapering  of  dosage  for  those  patients  on  medication  for 
a prolonged  penod  of  time.  Use  caution  in  adminis- 
tering to  addiction-prone  individuals  or  those  who 
might  increase  dosage. 

Precautions:  In  elderly  and  debilitated  patients,  it  is 
recommended  that  the  dosage  be  limited  to  1 5 mg  to 
reduce  risk  of  oversedation,  dizziness,  confusion  and/or 
ataxia.  Consider  potential  additive  effects  with  other 
hypnotics  or  CNS  depressants.  Employ  usual  precau- 
tions in  severely  depressed  patients,  or  in  those  with 
latent  depression  or  suicidal  tendencies,  or  in  those 
with  impaired  renal  or  hepatic  function. 

Adverse  Reactions:  Dizziness,  drowsiness,  lighthead- 
edness. staggering,  ataxia  and  falling  have  occurred, 
particularly  in  elderly  or  debilitated  patients.  Severe 
sedation,  lethargy,  disorientation  and  coma,  probably 
indicative  of  drug  intolerance  or  overdosage,  have  been 
reported.  Also  reported:  headache,  heartburn,  upset 
stomach,  nausea,  vomiting,  diarrhea,  constipation,  G1 
pain,  nervousness,  talkativeness,  apprehension,  irritabil- 
ity, weakness,  palpitations,  chest  pains,  body  and  joint 
pains  and  GU  complaints.  There  have  also  been  rare 
occurrences  of  leukopenia,  granulocytopenia,  sweating, 
flushes,  difficulty  in  focusing,  blurred  vision,  burning 
eyes,  faintness,  hypotension,  shortness  of  breath,  pruri- 
tus, skin  rash,  dry  mouth,  bitter  taste,  excessive  saliva- 
tion, anorexia,  euphoria,  depression,  slurred  speech, 
confusion,  restlessness,  hallucinations,  and  elevated 
SGOT,  SGPT,  total  and  direct  bilirubins,  and  alkaline 
phosphatase;  and  paradoxical  reactions,  e.g. , excite- 
ment. stimulation  and  hyperactiVity. 

Dosage:  Individualize  for  maximum  beneficial  effect. 
Adults:  30  mg  usual  dosage;  15  mg  may  suffice  in 
some  patients.  Elderly  or  debilitated  patients.-  1 5 mg 
recommended  initially  until  response  is  determined. 
Supplied:  Capsules  containing  15  mg  or  30  mg 
flurazepam  HCI. 


Roche  Products  Inc. 

Manati,  Puerto  Rico  00701 


This  ad 
is  for  all  those 
who  ever  wonder 
where  the 
money  goes. 


Her  name  is  Dana.  And, 
she  was  born  with  impaired 
hearing.  But  this  year,  thanks 
to  the  therapy  she  will  receive 
at  her  local  hearing  and  speech 
center,  she’ll  be  able  to  clearly 
hear  the  world  around  her  for 
the  first  time. 

If  you’re  from  her  home- 
town, your  gift  to  your  local 
United  Way  went  to  help  make 
this  possible.  And,  it  was  also 
used  to  help  thousands  of  oth- 
ers in  your  community  who 
need  help. 

That’s  the  way  the  United 
Way  works.  One  gift,  one  time 
each  year,  helps  millions  of 
people  all  year  round.  Tens  of 
thousands  of  different,  good 
causes  in  communities  all 
across  the  country. 

Including  yours. 


United  way 

Thanks  to  you.  it  works,  for  ALL  OF  US. 

pun 

OOIPCII  A Public  Service  of  This  Manazme  & The  Advertising  Council 


Ther^  maK  to 

ZYLOPRIM  , 

than  (alkqNirind). 


■ From  Burroughs  Wellcome  Co.  - the 
discoverer  and  developer  of  allopurinol 


■ Patient  starter/conversion  kits  available 
for  easy  titration  of  initial  dosage 


■ Patient  compliance  pamphlets  available 


■ Continuing  medical  education  materials 
available  for  physicians 


Prescribe  for  your  patients  as  you  would  for  yourself. 

Write  “DA.  W,  ” “No  Sub, " or  “Medically  Necessary,  ” 
as  your  state  requires,  to  make  sure 
your  patient  receives  the  original  allopurinol 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


ONE  OF  THE 
VITAL  SIGNS 
OF  ANXIOUS 
DEPRESSION: 

INSOMNIA 

Others  to  look  for: 

agitation 
anorexia 
teelings  ot  guilt 
and  worthlessness 
tatigue 
palpitations 
headache 
vague  aches 
and  pains 
sadness 
psychic  and 
somatic  anxiety 


Artisrs  conception, 

looking  out  from  the  humon  eye 

os  conceived  in  o schematic  model. 


LIMBITRDLGIVEN 
H.S.:ONEOFTHE 
VITAL  SPECIFICS 
OF  TREATMENT 

Limbitrol  brings  a special — and  specific — quality  of 
relief  to  most  anxious  depressed  patients.  Insomnia, 
for  example,  responds  with  particular  promptness. 

Other  symptoms  likely  to  respond  within  the  first  week 
of  treatment  include  anorexia,  agitation  ond  psychic 
and  somatic  anxiety.  And,  as  the  depression  and 
anxiety  are  alleviated,  in  many  cases  so  are  such 
related  somatic  symptoms  as  headache,  palpitations, 
and  various  vague  aches  and  pains. 

Limbitrol  given  once  doily  h.s. 
may  be  the  best  approach 

Many  patients  respond  readily  to  a single  bedtime 
dose  of  Limbitrol,  a convenient  schedule  that  may 
enhance  compliance  and  helps  relieve  the  insomnia 
associated  with  anxious  depression.  Limbitrol  also 
offers  a choice  of  other  regimens:  t.i.d.,  or  a divided 
dose  with  the  larger  portion  h.s.  In  all  cases,  caution 
patients  about  the  combined  effects  with  alcohol  or 
other  CNS  depressants  and  about  activities  requiring 
complete  mental  alertness,  such  as  driving  or  oper- 
ating machinery. 

in  moderate  depression  and  anxiety 

Umbitrde 

Tablets  5-1 2. 5 each  containing  5 mg  chlordiazepoxide  and  1 2 5 mg  amitriptyline 
(as  the  hydrochloride  salt) 

Tablets  10-25  each  containing  10  mg  chlordiazepoxide  and  25  mg  amitriptyline 
(as  the  hydrochloride  salt) 


Specific  therapy  with  h.s.  dosage  convenience 


Please  see  summary  of  complete  product  information  on  following  page. 


LIMBITROL'^  TABLETS  TTanquilizer — Antidepressant 

Before  prescribing,  please  consult  complete  product  information, 
a summary  of  which  follows: 

Indications:  Relief  of  moderofe  to  severe  depression  associated  with  moderate 
to  severe  anxiety 

Contraindications:  Known  hypersensitivity  to  benzodiazepines  or  tricyclic 
antidepressants  Do  not  use  with  monoamine  oxidase  (MAO)  inhibitors  or 
within  14  days  following  discontinuation  of  MAO  inhibitors  since  hyperpyretic 
crises,  severe  convulsions  and  deoths  hove  occurred  with  concomitant  use, 
then  initiate  cautiously,  gradually  increasing  dosage  until  optimal  response  is 
achieved  Contraindicated  during  acute  recovery  phase  following  myocardial 
infarction 

Warnings:  Use  with  great  core  in  patients  with  history  of  urinary  retention  or 
ongle-closure  glaucoma  Severe  constipation  may  occur  in  patients  taking 
tricyclic  antidepressants  and  anticholinergic-type  drugs  Closely  supervise 
cardiovoscular  patients  (Arrhythmias,  sinus  tachycardia  and  prolongation  of 
conduction  time  reported  with  use  of  tricyclic  antidepressants,  especially  high 
doses  Myocardial  infarctian  and  stroke  reported  with  use  of  this  doss  of 
drugs  ) Caution  patients  about  possible  combined  effects  with  alcohol  and 
other  CNS  depressants  and  against  hazardous  occupations  requiring  complete 
mental  alertness  (e  g , operating  machinery,  driving) 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  the  first 
trimester  should  almost  always  be  avoided  because  of  increased 
risk  of  congenital  malformations  as  suggested  in  several  studies. 
Consider  possibility  of  pregnancy  when  instituting  therapy;  advise 
patients  to  discuss  therapy  if  they  intend  to  or  do  become  pregnant. 
Since  physical  and  psychological  dependence  to  chlordiazepoxide  hove  been 
reported  rarely,  use  caution  in  administering  Limbitrol  to  addiction-prone 
individuals  or  those  who  might  increase  dasage,  withdrawal  symptams 
fallowing  discontinuation  of  either  component  alone  hove  been  reported 
(nausea,  headache  and  malaise  tor  amitriptyline,  symptoms  [including 
convulsions]  similar  to  those  of  barbiturate  withdrawal  for  chlordiazepoxide) 
Precautions:  Use  with  caution  in  patients  with  a history  of  seizures,  in 
hyperthyroid  patients  or  those  on  thyroid  medication,  and  in  patients  with 
impaired  renal  or  hepatic  functian  Because  of  the  possibility  of  suicide  in 
depressed  patients,  do  not  permit  easy  access  to  large  quantities  in  these 
patients  Periodic  liver  function  tests  and  blood  counts  ore  recommended 
during  prolonged  treatment  Amitriptyline  component  may  block  action  of 
guonethidine  or  similar  antihypertensives  Concomitont  use  with  other 
psychotropic  drugs  has  not  been  evaluated  sedative  effects  may  be  additive 
Discontinue  several  days  before  surgery  Limit  concomitant  administration  of 
ECT  to  essential  treatment  See  Warnings  for  precautions  about  pregnancy 
Limbitrol  should  not  be  token  during  the  nursing  period  Not  recommended 
in  children  under  12  In  the  elderly  and  debilitated,  limit  to  smallest  effective 
dosage  to  preclude  ataxia,  oversedation,  confusion  or  anticholinergic  effects 
Adverse  Reactions:  Most  frequently  reported  are  those  associated  with  either 
component  alone  drowsiness,  dry  mouth,  constipation,  blurred  vision, 
dizziness  and  bloating  Less  frequently  occurring  reactions  include  vivid 
dreams,  impotence,  tremor,  confusion  and  nasal  congestion  Many  depressive 
symptoms  including  anorexia,  fatigue,  weakness,  restlessness  and  lethargy 
hove  been  reported  os  side  effects  of  both  Limbitrol  and  amitriptyline 
Granulocytopenia,  jaundice  and  hepatic  dysfunction  have  been  observed 
rorely 

The  following  list  includes  adverse  reactians  not  reported  with  Limbitrol  but 
requiring  considerotion  because  they  have  been  reported  with  one  or  both 
components  or  closely  related  drugs 

Cardiovascular  Hypotension,  hypertension,  tachycardia,  palpitations,  myo- 
cardial infarction,  arrhythmias,  heart  block,  stroke 
Psychiatric  Euphoria,  apprehension,  poor  concentration,  delusions,  halluci- 
nations, hypomania  and  increased  ar  decreased  libido 
Neurologic  Incoordination,  ataxia,  numbness,  tingling  and  paresthesias  of  the 
extremities,  extrapyramidal  symptoms,  syncope,  changes  in  EEG  patterns 
Anticholinergic  Disturbance  of  accommodation,  poral^^ic  ileus,  urinary 
retention,  dilatation  of  urinary  tract 

Allergic  Skin  rash,  urticaria,  photosensitization,  edema  of  face  and  tongue, 
pruritus 

Hematologic  Bone  marrow  depression  including  agranulocytosis, 
eosinophilia,  purpura,  thrombocytopenia 

Gastrointestinal  Nausea,  epigastric  distress,  vomiting,  anorexia,  stomatitis, 
peculiar  taste,  diarrhea,  black  tongue 

Endocrine  Testicular  swelling  and  gynecomastia  in  the  mole,  breast 
enlargement,  galactorrhea  ond  minor  menstruol  irregularities  in  the  female 
and  elevation  and  lowering  of  blood  sugar  levels 
Other  Headache,  weight  gam  or  loss,  increased  perspiration,  urinary 
frequency,  mydriasis,  jaundice,  alopecia,  parotid  swelling 
Overdosage:  Immediately  hospitalize  patient  suspected  of  having  token  on 
overdose  Treatment  is  symptomatic  and  supportive  I V administration  of  1 to 
3 mg  physostigmine  salicylate  has  been  reported  to  reverse  the  symptoms  of 
amitriptyline  poisoning  See  complete  product  information  for  manifestation 
and  treatment 

Dosage:  Individualize  according  to  symptom  severity  and  patient  response 
Reduce  to  smallest  effective  dosage  when  sotisfactory  response  is  obtained 
Larger  portion  of  daily  dose  may  be  taken  at  bedtime  Single  h s dose  may 
suffice  for  some  patients  Lower  dosages  are  recommended  for  the  elderly 
Limbitrol  10-25,  initial  dosage  of  three  to  four  tablets  daily  in  divided  doses, 
increased  to  six  tablets  or  decreased  to  two  tablets  doily  as  required 
Limbitrol  5-12  5,  initial  dosage  of  three  to  four  tablets  doily  in  divided  doses,  for 
patients  who  do  not  tolerate  higher  doses 

How  Supplied:  White,  film-cooted  tablets,  each  contoining  10  mg  chlor- 
diozepoxide  and  25  mg  amitriptyline  (os  the  hydrochloride  salt)  and  blue, 
film-coated  tablets,  each  containing  5 mg  chlordiazepoxide  and  12  5 mg 
amitriptyline  (as  the  hydrochloride  salt)— bottles  of  100  and  500,  Tel-E-Dose" 
pockages  of  100,  available  in  trays  of  4 reverse-numbered  boxes  of  25, 
and  in  boxes  containing  10  strips  of  10,  Prescription  Paks  of  50 


WHY YOU 
SHOULD 
MAKE  A 
CORPORATE 
CONTRIBU- 
TION TO 
THE  AD 
COUNCIL 

The  Advertising  Council  is  the  biggest 
advertiser  in  the  world.  Last  year,  with 
the  cooperation  of  all  media,  the  Coun- 
cil placed  almost  six  hundred  million 
dollars  of  public  service  advertising. 
Yet  its  total  operating  expense  budget 
was  only  $1,147,000  which  makes  its 
advertising  programs  one  of  America’s 
greatest  bargains ...  for  every  $1  cash 
outlay  the  Council  is  generating  over 
$600  of  advertising. 

U.S.  business  and  associated  groups 
contributed  the  dollars  the  Ad  Council 
needs  to  create  and  manage  this 
remarkable  program.  Advertisers,  ad- 
vertising agencies,  and  the  media 
contributed  the  space  and  time. 

Your  company  can  play  a role.  If  you 
believe  in  supporting  public  service 
efforts  to  help  meet  the  challenges 
which  face  our  nation  today,  then  your 
company  can  do  as  many  hundreds  of 
others— large  and  small— have  done. 
You  can  make  a tax-deductible  con- 
tribution to  the  Advertising  Council. 

At  the  very  least  you  can,  quite  easily, 
find  out  more  about  how  the  Council 
works  and  what  it  does.  Simply  write  to: 
Robert  P.  Keim,  President,  The  Adver- 
tising Council,  Inc.,  825  Third  Avenue, 
New  York,  New  York  10022. 


A Public  Service  of  This  Magazine 
& The  Advertising  Council 


The  cost  of  preparation  of  this  advertisement 
was  paid  for  by  the  American  Business  Press, 
the  association  of  specialized  business  publi- 
cations. This  space  was  donated  by  this 
magazine. 
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Moisés  Santiago-Vassalio,  M.D. 

Rehabilitación 


Escoja  la  mejor  contestación  o mejores  contestaciones 


c.  área  extremadamente  fuerte  en  el  músculo. 

d.  zonas  en  los  músculos  a donde  se  refiere  dolor  con 
preferencia. 

7.  Ataques  isquémicos  transitorios  son: 

a.  episodios  de  dolor  precordial. 

b.  episodios  de  déficit  neurológico  que  recobran  en  24 
horas  o menos. 

c.  episodios  de  dolor  abdominal. 

d.  equivalentes  a ataques  cerebrovasculares  completos. 

8.  La  siguiente  es  una  o puede  ser  una  causa  del  síndrome 
de  salida  del  tórax  (thoracic  outlet  syndrome): 

a.  trauma  cervical  por  medio  del  síndrome  de  acelera- 
ción. 

b.  costilla  cervical  congénita. 

c.  espasmo  sostenido  del  músculo  dorsal  ancho. 

d.  desgarramiento  de  la  cápsula  del  hombro. 

9.  El  siguiente  músculo  no  es  un  miembro  del  manguito 
rotador  (rotator  cuff)  del  hombro: 

a.  músculo  supraespinoso  (supraspinatus) 

b.  músculo  infraespinoso  (infraspinatus) 

c.  músculo  redondo  menor  (Teres  minor) 

d.  músculo  redondo  mayor  (Teres  major) 


1.  Escoliosis  es: 

a.  una  curva  posterior  en  la  columna  vertebral. 

b.  una  curva  lateral  en  la  columan  vertebral. 

c.  una  curva  lateral  con  posiblemente  un  componente 
de  rotación  en  la  columna  vertebral. 

d.  una  curva  anterior  en  la  columna  vertebral. 

2.  Escoliosis  (Idiopática)  es: 

a.  más  frecuente  en  adultos  sin  importar  la  edad. 

a.  más  frecuente  en  adultos  sin  importar  la  edad. 

b.  más  frecuente  en  niños  (hembras)  entre  10  a 15 
años. 

c.  más  frecuente  en  niños  (varones)  sin  importar  la 
edad. 

d.  menos  frecuente  en  niñas. 

3.  Parálisis  del  nervio  radial  a nivel  del  brazo  (canal  de 
torsión)  es  conocido  como: 

a.  parálisis  de  la  noche  del  sábado  (Saturday  Night 
Paralysis) 

b.  mano  en  garra. 

c.  mano  del  predicador. 

d.  omóplato  alado  (escápula  alada). 

4.  Parálisis  del  nervio  cubital  (ulnar)  es  conocido  como: 

a.  mano  del  predicador 

b.  mano  en  garra. 

c.  muñeca  caída. 

d.  omóplato  alado  (escápula  alada). 

5.  Parálisis  del  nervio  mediano  es  conocida  como: 

a.  mano  del  predicador. 

b.  mano  en  garra. 

c.  parálisis  del  sábado  en  la  noche. 

d.  muñeca  caída. 

6.  Puntos  de  gatillo  (trigger  points)  son: 

a.  puntos  débiles  en  los  músculos  y su  fascia. 

b.  puntos  débiles  y excesivamente  dolorosos  en  los 
músculos  y su  fascia. 


10.  La  diabetes  mellitus  causa  problemas  en  los  nervios 
periféricos  manifiestos  por: 

a.  aumento  en  la  conducción  del  impulso  nervioso. 

b.  disminución  en  la  conducción  del  impulso  nervioso. 

11.  Rehabilitación  es: 

a.  reintegrar  al  individuo  a su  familia. 

b.  reintegrar  al  paciente  a su  ambiente  original  o cer- 
cano a éste. 

c.  forzar  al  paciente  a ambular. 

d.  mantener  al  paciente  en  un  ambiente  protegido. 

12.  Las  lesiones  musculoesqueléticas  en  su  etapa  aguda  (24- 
48  horas)  se  tratan  preferiblemente  con: 

a.  frío. 

b.  frío  y descanso  en  cama. 

c.  descanso  en  cama. 

d.  inyecciones  locales  (intralesionales)  de  esteroides. 

13.  Una  señora  de  54  años  se  presenta  a su  oficina  con  dolor 
en  la  nalga  derecha  irradióndose  hacia  la  pierna.  Al 
examen  físico  el  dolor  aumenta  cosiderablemente  al 
elevar  la  extremidad  manteniendo  la  rodilla  estirada  (en 
extensión  completa)  y forzando  la  misma  en  rotación 
interna.  El  examen  pélvico  presenta  dolor  severo  en  la 
pared  pélvica  derecha.  La  condición  o diagnóstico  más 
probable  es: 

a.  síndrome  del  músculo  periformís. 

b.  tendinitis  del  músculo  semitendinoso. 

c.  bursitis  isquiática. 

d.  bursitis  trocantérica. 

14.  Una  secretaria  se  presenta  a su  oficina  aquejando  inca- 
pacidad para  extender  los  dedos.  Al  examen  físico  usted 
encuentra  que  tampoco  puede  extender  ni  abducir  el 
dedo  pulgar  derecho  pero  puede  extender  la  muñeca.  El 
diagnóstico  más  probable  es: 

a.  síndrome  del  túnel  carpiano  (“carpal  tunnel 
syndrome”) 

b.  síndrome  del  nervio  interóseo  posterior 


309 


Boi  Asoc.  Med  P.  Rico  - Octubre  1982 


Medí- Quiz 


c.  parálisis  del  nervio  cubital  (ulnar) 

d.  parálisis  del  mediano. 

15.  Una  señora  de  36  años  aqueja  dolores  en  la  muñeca 
izquierda  durante  la  noche  especialmente.  Al  examen 
físico  se  le  encuentra  debilidad  y atrofia  de  los  músculos 
de  la  eminencia  tenar.  Además  presenta  parestesias  y 
dolor  al  golpearle  sobre  la  muñeca  en  su  parte  ventral  y 
al  mantener  la  muñeca  flexionada  en  forma  forzada  por 
espacio  de  2 a 3 minutos.  El  diagnóstico  más  probable 
es: 

a.  parálisis  del  nervio  músculo-cutáneo. 

b.  síndrome  del  túnel  carpiano  (“carpal  tunnel 
syndrome”) 

c.  parálisis  del  nervio  cubital 

d.  parálisis  del  nervio  radial 

16.  Con  referencia  a la  pregunta  no.  15.  Esta  señora  debe  ser 
sometida  a los  siguientes  exámenes: 

a.  curva  de  tolerancia  a glucosa  (“glucose  tolerance 
test”) 

b.  determinación  de  la  velocidad  de  conducción 
motora  por  el  nervio  mediano  solamente. 

c.  electromiografía  (EMG)  exclusivamente 

d.  curva  de  tolerancia  a glucosa,  examen  para  preñez, 
determinación  de  la  latencia  distal  sensorial  en  los 
nevios  medianos  y determinación  de  velocidad  de 
conducción  sensorial  y motora  por  ambos  nervios 
medianos. 

17.  El  síndrome  de  túnel  carpiano  se  puede  ver  en  la(s) 
siguientes  condiciones: 

a.  fractura  y dislocación  en  huesos  de  los  carpos 

b.  artritis  reumatoidea 

c.  diabetes  mellitus 

d.  preñez  (embarazo) 

e.  todas  las  de  arriba 

18.  Un  señor  de  40  años  se  presenta  en  su  oficina  con  el  pie 
derecho  caído.  En  el  historial  clínico  él  le  dice  que  estuvo 
de  viajes  y se  vió  forzado  a cargar  una  maleta  pesada  que 


le  golpeaba  la  pierna  derecha.  El  diagnóstico  más  proba- 
ble es: 

a.  parálisis  de  nervio  ciático  poplíteo  externo  (peroneo 
común)  (common  peroneal  nerve) 

b.  neuropatía  periférica 

c.  neuritis  del  ciático  derecho 

d.  fractura  del  peroné  (fíbula)  en  el  tercio  distal 

19.  El  nervio  que  más  comunmente  se  lesiona  en  corredores 
de  motocicletas  al  recibir  un  impacto  de  lado  con  un 
vehículo  es: 

a.  ciático  poplíteo  externo  (peroneo  común) 

b.  el  nervio  crural  (femoral) 

c.  el  nervio  ciático 

d.  nervio  tibial  anterior. 

20.  Una  queja  frecuente  en  corredores  de  motos  (motocicle- 
tas) y/o  en  personas  sometidas  a procedimientos  diag- 
nósticos o quirúrgicos  prolongados  en  posición  del 
totomia  con  dolor,  con  quemazón  en  el  muslo  en  su 
parte  antero  lateral  del  tercio  distal.  Esta  posición  se 
conoce  como  sigue: 

a.  meralgia  parestésica 

b.  parestesia 

c.  síndrome  del  femoral 

d.  pie  caído 
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The  following  sonographic  images  are  longitudinal  (A) 
and  transverse  (B)  sections  of  a near  term  gravid 
uterus.  The  study  was  requested  because  of  a sudden 
increase  in  fundal  height. 


The  most  likely  fetal  abnormality  is: 

A.  Inmunologic  fetal  hydrops 

B.  Congenital  duodenal  atresia 

C.  Meconium  pseudocyst 

D.  Bilateralcongenital  pleural  effusions. 

CORRECT  DIAGNOSIS:  D.  Bilateral  congenital  pleural 
effusions. 

Assilani  Professor  Dept,  of  Radiology,  School  of  Medicine,  University  of 
Puerto  Rico. 


Discussion 

The  study  clearly  demonstrates  that  the  fluid  is  confined 
to  the  fetal  thorax  since  the  typical  shape  of  the  thoracic 
cavity  and  costophrenic  angles  are  easily  recognized  on  the 
longitudinal  view  (A).  The  collapsed  lungs  are  well  outlined 
by  the  free  pleural  fluid  and  the  fetal  aorta  is  well  identified 
piercing  the  diaphragm  and  extending  into  the  fetal 
abdominal  cavity.  The  transverse  view  (B)  shows  the  heart 
surrounded  by  the  pleural  fluid,  the  markedly  thickened 
fetal  subcutaneous  tissue  and  polyhydramnios. 

The  fetus  was  born  with  marked  respiratory  distress  and 
diffuse  anasarca.  Portable  X-Ray  films  confirmed  the 
bilateral  pleural  effusions  but  the  fetus  died  soon  after 
delivery.  There  were  no  problems  of  RH  or  ABO  incompati- 
bility. Although  the  autopsy  was  not  performed  the 
presumtive  final  diagnosis  was  congenital  chylothorax.  The 
other  alternatives  listed  above  present  as  cystic  lesions  but 
inside  the  fetal  abdominal  cavity  and  are,  thus,  easily 
excluded. 

Bilateral  pleural  effusions  have  been  recently  described 
in  cases  of  congenital  chylothorax'  and  associated  with  lung 
hypoplasia.^  In  congenital  chylothorax  the  fetus  is  usually 
diffuselly  swollen  and  there  is  polyhydramnios  as  in  the 
presented  case.  Lung  hypoplasia,  however,  is  frequently 
associated  with  a marked  intrauterine  growth  retardation 
and  renal  anomalies.^ 
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AFECTACION  CARDIACA  Y DE  ARTERIAS 
CORONARIAS  EN  NIÑOS  CON  EL  SINDROME 
MUCOCUTANEO-LINFATICO  (ENFERMEDAD 
DE  KAWASAKI):  Chung  KJ,  Brandt  L,  Fulton  DR, 
Kreidberg  MB,  Am  J Cardiol  1982,  50:136. 

Se  llevó  a cabo  este  estudio  en  el  Departamento  de 
Pediatría  del  Centro  Médico  de  Tufts-Nueva  Inglaterra,  en 
Boston,  Mass,  con  el  fin  de  comparar  la  precisión  con  que  se 
puede  evaluar  ecocardiográficamente  el  grado  de  afectación 
cardíaca  con  los  hallazgos  por  cineangiocardíografía  en 
niños  con  el  síndrome  mucocutáneo-linfático  (SML)  y eva- 
luar el  riesgo  de  desarrollar  enfermedad  coronaria. 

Se  estudiaron  44  pacientes  donde  se  cumplían  los  crite- 
rios diagnósticos  del  SML.  En  21  de  ellos  (48%)  se  confirmó 
afectación  cardíaca  por  ecocardiografía  modo  M (disminu- 
ción del  movimiento  septal,  efusión  pericárdica,  y disminu- 
ción de  la  función  ventricular  izquierda)  durante  la  etapa 
aguda  de  la  enfermedad  (días  1-1 5).  Se  le  hizo  cineangiocar- 
diograña  a 38  pacientes  (80%)  y se  demostró  enfermedad 
coronaria  en  7 de  ellos,  todos  los  cuales  habían  tenido 
ecocardiogramas  anormales  en  la  fase  aguda.  Cinco  de  los 
afectados  tenían  aneurismas  coronarios  y el  ecocardio- 
grama  bidimensional  logró  identificar  claramente  las  lesio- 
nes coronarias  si  se  encontraban  a 1 .5  cm.  a menos  de  la  raíz 
aórtica. 

El  estudio  demostró  que  con  los  ecocardiogramas  seria- 
dos se  obtiene  información  suficiente  para  confirmar  afecta- 
ción cardíaca  en  el  SML.  Se  recomienda  hacer  ecocardio- 
gramas cada  4 días  durante  la  etapa  aguda  febril,  ya  que 
todos  los  pacientes  con  enfermedad  coronaria  confirmada 
por  cineangiocardiografla  tuvieron  ecocardiogramas  anor- 
males durante  el  período  de  la  fase  aguda. 

Rafael  Villavicencio,  MD 


ADULT  - ONSET  STILL’S  DISEASE.  TWENTY- 
YEAR  FOLLOUP  AND  FURTHER  STUDIES  OF 
PATIENTS  WITH  ACTIVE  DISEASE.  K.B.  Elkon, 
G.R.V.  Hughes,  E.G.L.  Bywaters,  P.F.J.  Ryan,  R.D. 
Inman,  N.B.  Bowley,  M.P.  James,  and  R.A.  J.  Eady: 
Arthritis  and  Rheumatism,  June  1982. 

Eleven  female  patients  with  adult-onset  Still’s  disease 
were  followed  for  7-36  years  (mean  20.2  years)  after  the 
onset  of  their  illness.  Ten  of  these  patients  had  a chronic 


course  characterized  by  remissions  and  exacerbations  of 
arthritis  associated  with  fever  and  rash.  Five  patients  had 
terminal  interphalangeal  involvement,  and  carpal  ankylosis 
was  demonstrated  on  x-ray  film  in  10.  Two  patients  develo- 
ped a widespread  polyarthritis,  and  renal  amyloidosis  was 
diagnosed  10  years  after  disease  onset  in  the  most  severely 
affected  patient.  In  4 patients  studied  during  an  exacerba- 
tion of  the  disease,  circulating  immune  complexes  were 
detected  by  the  staphylococcal  A binding  assay,  but  not  by 
the  Clq  binding  assay.  Synovial  fluid  analysis  in  1 patient 
revealed  a low  C3  level  and  total  hemolytic  complement 
(CH50)  together  with  immune  complexes  and  IgG  rheuma- 
toid factor,  Immune  complexes  were  not  identified  in  the 
characteristic  Still’s  rash  by  immunotluorescense  or  electron 
microscopy,  although  mast  cell  degranulation,  neutrophil 
lysis,  and  perivascular  fibrin  deposition  were  reminiscent  of 
immune  complex-mediated  vascular  injury,  the  clinical  & 
laboratory  features  as  well  as  the  long-term  course  of  adult 
— and  juvenile — onset  systemic  Still’s  disease  are  similar, 
but  further  studies  of  genetic  markers  and  immunopatho- 
logy  are  required  to  establish  a common  pathophysiology. 

Edwin  Mejias,  MD 


LA  VISUALIZACION  DEL  DUCTO  PANCREA- 
TICO POR  SONOGRAFIA.  Thomas  L.  Lawson,  MD, 
et  al.:  Radiology  144:  865-871,  September  1982, 

La  frecuencia  y significado  de  la  visualización  del  ducto 
pancreático  por  sonografia  fue  correlacionada  con  los 
hallazgos  de  la  colangiopancreatografía  retrograda  por 
endoscopía  o los  hallazgos  de  tomografía  computarizada.  El 
ducto  pancreático  normal  tiene  paredes  paralelas  y su  cali- 
bre no  excede  los  dos  milímetros  en  la  región  del  cuerpo  del 
páncreas.  El  ducto  pancreático  anormal  tenía  un  calibre 
sobre  los  2 milímetros  o sus  paredes  no  mantenían  el  parale- 
lismo normal  o las  mismas  mostraban  convexidad  hacia  el 
exterior  de  la  luz  del  ducto  por  dilataciones  focales.  El  ducto 
pancreático  fue  visualizado  en  apróximadamente  la  mitad 
de  los  75  pacientes  estudiados.  El  no  haber  visualizado 
ductos  con  dilatación  (anormales)  en  algunos  casos,  se  debió 
a la  distorción  de  la  anatomía  del  pancreas  por  quistes 
grandes  o múltiples,  la  presencia  de  calcificación  de  pan- 
creas  o pobre  visualización  del  órgano  por  fallas  técnicas. 

Bernardo  J.  Marqués,  MD 
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SONOGRAFIA  DE  LA  VESICULA  Y TRACTO 
BILIAR  EN  SUJETOS  NORMALES  DE  EDAD 
PEDIATRICA.  John  P.  McGahan,  M.D.,  et  al.:  Radio- 
logy 144:  873-875,  September  1982. 

Cincuenta  y un  paciente  de  edad  pediátrica  (de  I mesa  16 
años  de  edad),  y cuyas  pruebas  de  laboratorio  y examen 
tísico  relativo  al  tracto  biliar  era  normal,  fueron  estudiados 
por  sonografía.  Los  estudios  mostraron  un  progresivo 
aumento  en  el  tamaño  de  la  vesícula  biliarcon  el  aumento  en 
edad;  solamente  un  sujeto  mostró  una  vesícula  con  un  diá- 
metro mayor  de  3.5  cms.  o un  largo  mayor  de  7.5  cms.  El 
grosor  de  la  pared  de  la  vesícula  biliar  pudo  ser  medido  en  45 
de  los  5 1 pacientes  y nunca  excedió  los  3 mms.  El  calibre  del 
ducto  hepático  común  también  aumenta  con  la  edad  pero 
nunca  excedió  los  4 mms. 

Bernardo  J.  Marqués,  MD 


EFFECTS  OF  15(R)-15-Methyl  PROSTAGLANDIN 
E2  (ARBAPROSTIL)  ON  THE  HEALING  OF  DUO- 
DENAL ULCER.  A DOUBLE-BLIND  MULTICEN- 
TER STUDY.  Vantrappen  G,  Janssens  J,  Popiela  T,  et 
al.:  Gastroenterology  1982;  83-357-63. 

La  prostaglandins  Ej  (PGEj)  y análogos  motilados  de 
PGE2Ínhiben  la  secreción  de  ácido  gástrico  y protegen  en 
contra  del  desarrollo  experimental  de  úlceras  gástricas  y 
duodenales.  Los  autores  de  este  estudio  randomizaron  173 
pacientes  con  úlceras  duodenales  a recibir  un  placebo  o 
cápsulas  de  PGEj  { 100  microgramos  4 veces  al  día).  Los  hallazgos 
significativos  del  estudio  incluyeron  los  siguientes  datos:  1) 
para  el  día  14  de  tratamiento  habían  sanado  37%  de  las 
úlceras  en  el  grupo  de  PGE,  pero  solamente  12%  de  los 
controles;  2)  para  el  día  28,  la  respuesta  curativa  de  úlceras 
fue  de  67%  contra  37%;  3)  en  el  grupo  que  recibió  el  placebo, 
65%  de  los  que  no  fumaban  sanaron  sus  úlceras  a las  4 
semanas  en  comparación  con  27%  de  los  fumadores;  4)  el 
uso  de  alcohol  afectó  adversamente  la  respuesta  a PGE,. 
Nota:  hasta  el  momento,  no  hay  prostaglandina  aprobada 
por  el  EDA  para  uso  en  pacientes  con  úlceras  pépticas. 

Angel  Olazabal,  MD 


SINGLE-DOSE  ANTIMICROBIAL  THERAPY 
FOR  ASYMPTOMATIC  BACTERIURIA  DURING 
PREGNANCY,  Harris,  Robert  E,  Gilstrap  111,  Larry 
C.,  and  Pretty,  Artella.  Obstet.  and  Gynecol.  59:546, 
1982. 


asintomática  fueron  tratados  de  la  siguiente  manera:  24 
pacientes  con  2 gm  de  ampicilina  más  I gm  probenicid,  20 
pacientes  con  2 gm  decefalexina  más  1 gm  de  probenicid,  22 
pacientes  con  200  mg  de  nitrofurantoina,  y 20  pacientes  con 
2 gm  de  sulfisoxazole.  El  31%  de  los  pacientes  tratados  no 
fueron  curados  de  la  infección  y en  el  ?t5"/r  ocurrió  recurren- 
cia de  la  infección.  El  organismo  más  frecuentemente  aislado 
lo  fue  E.  coli.  Evaluando  el  estudio  se  pueden  observar  dos 
aspectos:  en  el  aspecto  negativo;  1/3  de  los  pacientes  trata- 
dos con  una  dosis  única  fallaron  al  tratamiento.  En  el 
aspecto  positivo;  2/3  de  las  pacientes  embarazadas  con  bac- 
teriuria  asintomática  se  van  a erradicar  los  microorganismos 
con  una  toxicidad  mínima.  Una  posible  ventaja  en  los 
pacientes  con  “poor  compliance”  es  que  la  dosis  única  pre- 
senta beneficios  en  erradicar  la  bacteriuria.  La  utilización  de 
ampicilina,  sulfisoxazole  y macrocristales  de  nitrofuran- 
toina no  fueron  signillcativamente  diferentes  en  erradicar 
los  organismos  (fallos  de  25-29%),  mientras  que  cefalexina 
fue  menos  efectiva  que  las  anteriores  (fallo  de  45%).  El  31% 
de  fallo  en  general  en  este  estudio  es  ligeramente  mayor  al 
reportado  en  los  pasados  años  que  era  de  28%  en  pacientes 
con  bacteriuria  asintomáticos. 

Nota  Editorial:  La  bacteriuria  asintomática  en  el  embarazo 
en  la  primera  visita  pre-natal  puede  tratarse  con  ampicilina  o 
amoxicilina  en  una  sola  dosis  de  3.0  gms  ó 3.5  gms.  Debe 
documentarse  la  cura  con  cultivos  en  visitas  subsiguientes. 

Ramón  A.  Ramírez-Ronda,  MD 

POLIMIOSITIS  COMENZANDO  COMO  UN  PRO- 
CESO FOCAL.  Heffner  RR,  Jr.,  Barron  SA..  Arch 
Neurol  38:439-442,  1981. 

Seis  pacientes  con  polimiositis  inicialmente  se  quejaron 
de  una  masa  solitaria,  localizada,  dolorosa,  que  envolvía 
una  extremidad.  La  masa  aumentó  en  un  período  de  2 a 6 
semanas.  Biopsia  de  la  lesión  reveló  cambios  miopáticos  con 
inllamación,  y el  diagnóstico  de  pseudotumor  benigno  intla- 
matorio,  fue  considerado.  La  masa  se  redujo,  pero  durante 
los  próximos  tres  a seis  meses,  una  miopatía  rápidamente 
progresiva  generalizada  se  desarrolló,  lo  que  causó  debilidad 
del  tronco  y las  extremidades  en  asociación  con  malestar  y 
pérdida  de  peso.  Biopsias  musculares  subsiguientes,  obteni- 
das de  un  sitio  remoto  al  lugar  de  origen  de  la  masa  original, 
se  caracterizaron  nuevamente  por  infiltración  linfocítica, 
necrosis  de  las  fibras  y actividad  regenerativa.  Nuestra  expe- 
riencia indica  que  la  polimiositis  puede  comenzar  como  un 
proceso  focal  que  imita  a una  reacción  inllamatoria  pseudo- 
neoplástica.  Una  clave  esencial  para  el  diagnóstico  de  poli- 
miositis en  esta  temprana  etapa  es  la  elevación  del  ESR  y los 
niveles  de  creatinina  sérica,  que  no  ocurren  en  pseudotumores. 

Manuel  Naredo,  MD 

INCREASED  PREVALENCE  OF  HLA-B27  IN 
PATIENTS  WITH  ECTOPIC  OSSIFICATION 
FOLLOWING  TRAUMATIC  SPINAL  CORD 
INJURY.  Larson  Jon  M et  al:  Rheumatology  and  Reha- 
bilitation 20:  193-197,  1981. 


El  uso  de  terapia  antimicrobiana  de  corta  duración  en  el 
tratamiento  de  bacteriuria  asintomática  durante  el  emba- 
razo es  bien  aceptado.  Obteniéndose  así  una  tasa  de  curación 
hasta  un  77%  después  de  iniciado  el  tratamiento. 

Bailey  y Abbott  han  reportado  que  el  74%  de  los  31 
pacientes  con  infección  urinaria  sintomática  fueron  curados 
después  de  utilizar  una  dosis  única  de  amoxicilina  (3  gm  p.o. 
en  dosis  única).  En  este  estudio  86  pacientes  con  bacteriuria 


PATIENTS  WITH  ECTOPIC  OSSIFICATION 
FOLLOWING  TRAUMATIC  SPINAL  CORD 
INJURY.  Larson  Jon  M et  al:  Rheumatology  and  Reha- 
bilitation 20:  193-197,  1981. 

En  este  estudio  se  determinó  la  histocompatibilidad  del 
antígeno  HLA-B27  en  43  pacientes  con  daño  al  cordón 
espinal  secundario  a trauma.  La  prevalencia  del  antígeno 
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B27  resultó  significativamente  aumentada  en  pacientes  con 
daño  al  cordón  espinal  que  tenían  osificaciones  ectópicas.  El 
B27  se  encontró  en  5 de  los  21  pacientes  con  hueso  ectópico 
pero  no  se  encontró  ningún  paciente  que  tuviera  dicho  antí- 
geno  en  22  pacientes  sin  osificaciones  ectópicas  (P=0.()2I). 
Estos  datos  indican  que  el  antígeno  B27  es  un  factor  genético 
de  riesgo  para  el  desarrollo  de  osificaciones  ectópicas  luego 
de  daño  al  cordón  espinal.  Estudios  futuros  determinarán  el 
uso  de  HLA-B27  en  la  identificación  de  pacientes  con  alto 
riesgo  de  desarrollar  osificaciones  ectópicas  y a los  cuales  se 
les  debe  administrar  tratamiento  profiláctico  para 
prevenirlos. 

.Josefina  l*adró  Ramírez,  MI) 


INOTROPIC  CONTRACTILE  RESERVE:  A USEFUL 
PREDICTOR  OF  INCREASED  5 YEAR  SURVIVAL 
AND  IMPROVED  POST-OPERATIVE  LEFT  VEN- 
TRICULAR FUNCTION  IN  PATIENTS  WITH  CO- 
RONARY ARTERY  DISEASE  AND  REDUCED 
EJECTION  FRACTION.  R.W.  Nesto  et  cols:  Harvard, 
Boston,  Mass.  Am  J Cardiol  1982;  50(l):39-44. 

The  present  study  was  designed  to  evaluate  the  prognos- 
tic value  — 5 year  survival — of  inotropic  contractile  reserve 
in  patients  with  coronary  artery  disease  (CAD)  and  low 
ejection  fraction  ( <'50%). 

Fifty  five  patients  with  angiographic  evidence  of  CAD 
participated  in  the  study;  of  these,  35  underwent  aortocoro- 
nary bypass  surgery  and  19,  medical  treatment.  Inotropic 
re.serve  was  obtained  by  measuring  the  increment  in  ejec- 
tion fraction  ( A EE)  before  and  after  post  extrasystolic  sti- 
mulation or  epinephrine  infusion. 


RESULTS 


Surgical  Treatment 

Medical  Treatment 

EF>10% 

EF<10% 

EF>10% 

EF<10% 

Improved 
Survival  at 

50% 

13% 

38% 

0% 

5 years 

80% 

33% 

75% 

9% 

LVEDP 

7-36  mm  Hg 

7-36  mm  Hg 

6-24  mm 

12-35  mm 

Resting  EF 

10%-29% 

21%-49% 

16%-39 

8%-39% 

A EF 

10%-29 

5%-9 

12%-31% 

0%-7% 

Those  patients  with  contractile  reserve  >10%  EF  had  the 
best  prognosis. 


Angel  M.  Reyes.  MD 
Veterans  Adm.  Hospital 


QUIZ  MEDICINA  DE  REHABILITACION 
(RESPUESTAS) 


1.  c 11.  b 

2.  b 12.  b 

3.  a 13.  a 

4.  b 14.  b 

5.  a 15.  b 

6.  b 16.  d 

7.  b 17.  e 

8.  a y b 18.  a 

9.  d 19.  a 

10.  b 20.  a 
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90  per  cent  chance  that  the  fetus  would  have  died  during  the 
procedure  had  he  performed  the  appendectomy  first.  Several 
physicians  also  agreed  with  the  physician’s  course  of  antibiotic 
treatment  of  the  patient. 

The  appelate  court  concluded  that  the  trial  court  should 
have  directed  a verdict  in  favor  of  the  physician.  — Spike  v. 
Sellen,  430  N.E.  2d  597  (III.  App.  Ct.,  Dec.  22,  1981). 


OBSTETRICIAN  NOT  NEGLIGENT 
IN  TREATMENT  OF  PREGNANT 
PATIENT  WITH  APPENDICITIS 


A physician  was  not  negligent  in  treating  a pregnant 
patient  for  appendicitis,  an  Illinois  appellate  court  ruled. 

The  patient  was  about  seven  months  pregnant  on  October 
24,  1976,  when  she  began  to  experience  nausea,  vomiting,  and 
severe  pain.  She  was  admitted  to  a hospital  and  diagnosed  by 
her  physician  as  suffering  from  acute  gastritis.  Her  white  cell 
count  was  normal.  The  next  day  her  symptoms  continued,  and 
she  had  irregular  uterine  contractions  throughout  the  day  her 
physician  examined  her  five  or  six  times  during  that  day. 

That  evening  she  was  moaning,  restless,  and  unable  to 
sleep  her  father  demanded  and  operation  and  threatened  to 
take  her  out  of  the  hospital  if  surgery  was  not  performed.  She 
was  operated  on  shortly  after  3:00  a.m.  and  a ruptured  bowel 
was  discovered.  The  physician  then  suspected  a ruptured 
appendix  and  decided  to  remove  the  baby  by  cesarean  section 
before  removing  the  appendix.  He  brought  the  entire  uterus 
outside  the  abdomen,  and  the  ruptured  appendix,  unexpec- 
tedly located  directly  beneath  the  area  where  the  child’s  head 
had  been,  was  first  visualized.  The  appendix  was  removed,  the 
abdomen  cleansed,  drains  inserted,  the  intensive  antibiotic 
therapy  "was  begun.  The  baby  was  healthy  and  older  than 
expected. 

Over  the  next  six  weeks  she  was  hospitalized  twice  for 
abdominal  pains  and  treated  with  antibiotics.  On  December 
10,  a second  physician  removed  her  uterus,  both  ovaries,  and 
both  fallopian  tubes.  Cultures  from  tubo-ovarian  abscesses 
revealed  the  presence  of  four  types  of  bacteria.  A jury  returned 
a verdict  in  favor  of  the  patient  in  a malpractice  action  against 
the  physician  who  first  treated  her  and  who  delivered  her 
child. 

Reversing  that  decision,  the  appellate  court  said  that  the 
physician  was  not  negligent.  Expert  testimony  was  presented 
that  diagnosis  of  appendicitis  in  pregnant  women  was  the 
hardest  diagnosis  to  make  in  an  obstetrical  practice.  There  was 
medical  evidence  that  performing  a cesarean  section  in  the 
presence  of  appendicitis  should  be  avoided.  However,  in  order 
to  save  the  life  of  the  fetus,  the  physician  chose  to  perform  the 
cesarean  section  first.  The  physician  testified  that  there  was  a 


PARENTS  SUE  PHYSICIAN 
WHO  PERFORMED  VASECTOMY 

Parents  of  a child  born  after  a urologist  performed  a 
vasectomy  on  the  father  could  not  recover  for  the  cost  of 
rearing  an  unwanted  child,  but  they  could  recover  for  alleged 
negligence,  a Kentucky  appellate  court  ruled. 

Before  the  vasectomy  was  performed,  the  husband  and 
wife  both  signed  a consent  form  that  stated  that  the  operation 
was  not  always  100  per  cent  effective  and  that  periodic  semen 
examinations  were  needed  afterward.  The  husband  kept  three 
to  four  appointments  for  semen  tests  after  the  vasectomy  but 
admittedly  failed  to  keep  his  last  appointment  he  contended 
that  the  urologist  had  advised  him  that  his  wife  could  stop 
taking  oral  contraceptives.  The  urologist  denied  making  such 
statement. 

Eight  months  after  the  vasectomy  was  performed,  the  wife 
found  that  she  was  pregnant.  After  a normal  pregnancy,  she 
was  delivered  of  a normal  and  healthy  child. 

The  parents  sued  the  urologist  for  the  birth  of  anunwanted 
child,  alleging  negligence  in  performance  of  the  vasectomy. 
They  sought  damages  of  $130,000  for  future  care  and  mainte- 
nance of  the  child.  The  trial  court  dismissed  the  entire 
complaint. 

On  appeal,  the  court  found  that  public  policy  prohibited 
extension  of  any  liability,  assuming  there  was  negligence,  to 
the  support  of  a mistakenly  conceived  child.  The  court  found 
that  any  damages  should  be  limited  to  those  incidental  to  the 
pregnancy  and  birth,  such  as  pain  and  suffering,  loss  of  con- 
sortium, medical  and  hospital  expenses,  and  loss  of  wages. 

The  parents  contended  that  dismissal  of  the  action  was 
contrary  to  law  because  genuine  questions  of  fact  existed.  They 
had  submitted  an  affidavit  of  the  pathologist  who  examined 
the  tissue  fragments  from  the  vasectomy..^  He  stated  that 
although  two  fragments  of  vas  deferens  were  usually  submitted, 
one  of  the  two  fragments  he  received  was  vas  and  the  other 
was  not.  He  later  said  that  there  could  be  many  explanations 
for  this  fact  and  that  negligence  should  not  be  inferred  from  it. 
The  hospital  record  stated  that  one  segment  was  last  by  labo- 
ratory personnel. 

The  appellate  court  found  that  the  pathologist’s  affidavit 
supported  the  inference  that  only  one  segment  of  vas  was 
excised,  raising  the  questions  of  negligence.  Finding  that  the 
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summary  judgment  for  the  urologist  was  premature,  the  court 
reversed  the  part  of  the  action  alleging  negligence  and  sent  the 
case  back  for  further  proceedings.  — Maggard  v.  McKelvey, 
627  S.W.  2d  44  (Ky.  Ct.  of  App.,  Oct.  30,  1981). 


PATIENT  LOSES  COUNTER-COUNTERSUIT 
AGAINST  MD 

A patient  had  no  cause  of  action  against  a physician  and 
his  attorneys  based  on  a countersuit  the  physician  filed  after 
the  patient  dropped  a malpractice  action  against  him,  a 
Pennsylvania  appellate  court  ruled. 

While  a patient  at  a hospital,  the  patient  suffered  a fracture 
of  the  left  femur  and  a shortening  of  her  left  leg.  She  filed  suit 
against  the  physician  and  hospital,  but  later  she  discontinued 
the  action  against  the  physician. 

The  physician  then  filed  a countersuit  against  the  patient 
and  her  attorneys,  alleging  that  the  malpractice  action  filed 
against  him  was  filed  with  malice  and  without  probable  cause 
and  seeking  punitive  damages.  He  subsequently  discontinued 
his  suit. 

The  patient  and  her  attorneys  then  filed  a second  action 
against  the  physician  and  his  attorneys,  this  one  alleging  that 
the  complaint  in  the  countersuit  was  defamatory  and  caused 
intentional  infliction  of  emotional  distress.  A trial  court  dis- 
missed the  patient’s  complaint,  and  she  appealed. 

Affirming  the  decision,  the  appellate  court  said  that  the 
patient’s  complaint  failed  to  state  a cause  of  action  for  defama- 
tion in  the  physician’s  complaint.  Furthermore,  there  was  no 
cause  of  action  for  intentional  infliction  of  mental  distress. 
The  conduct  of  the  physician  and  attorneys  in  filing  the  coun- 
tersuit was  not  extreme  or  outrageous  to  support  a claim  for 
intentional  infliction  of  mental  distress,  the  court  said.  The 
order  dismissing  the  patient’s  complaint  was  affirmed.  — Rose 
V.  Wissinger,  439  A.  2d  1 193  (Pa.  Super.  Ct.,  Jan.  8,  1982). 


MEDICAL  STAFF  PRIVILEGES 


“All  those  who  take  part  in  the  credentialing  process  must 
recognize  that  it  exist  for  the  purpose  of  preventing  an 
incompetent  physician  from  achieving  staff  membership’’. 
Reviews  for  staff  membership  should  start  from  the  point  of 
view  that  applicants  are  not  qualified  for  staff  membership. 
It  is  the  applicantas  who  have  the  burden  of  demonstrating 
that  they  are  qualified. 

Thomas  Shields,  J.D.,  Medical  World  News. 
January  18,  1982. 


HEALTH  CARE  SERVICES 

“Most  welfare  services  can  be  delivered  by  the  private  sector 
through  the  use  of  vouchers.  While  welfare  benefits  must  be 
tax  supported,  there  is  no  logical  reason  why  government 
must  provide  the  actual  services  — particularly  when  private 
contractors  can  usually  do  the  Job  for  less  money". 

Lee  Hamilton,  Vice-President,  Policy 
Program  Division,  and  Jane  Work,  Ph.D., 
Director  of  Legislative  Analysis, 

National  Association  of  Manufacturers. 
Perspective  on  National  Issues.  March  1982 
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ACTIVOS 


Berrios  Menéndez,  Enid  M.,  M.D.  - Escuela  de  Medicina  de  la 
Universidad  de  Puerto  Rico  - 1977  - Especialidad:  Medicina 
Física  y Rehabilitación,  Ejerce  en  Hato  Rey,  Puerto  Rico. 

Cañizares  Baquero  Orlando,  M.D.  - Escuela  de  Medicina  de  la 
Universidad  de  Puerto  Rico  - 1974  - Especialidad:  Cirugía 
Plástica  y Reconstructiva,  Ejerce  en  Hato  Rey,  Puerto  Rico. 

Cartagena  Rivera,  Miguel,  M.D.  - Escuela  de  Medicina  de  la 
Universidad  de  Puerto  Rico  - 1974  - Especialidad:  Anestesiolo- 
gía, Ejerce  en  Ponce,  Puerto  Rico. 

Coiberg  Silva,  Eitel,  M.D.  - Escuela  de  Medicina  de  la  Univer- 
sidad de  Puerto  Rico  - 1978  - Especialidad:  Pediatría,  Ejerce  en 
Santurce,  Puerto  Rico. 

Cott  Rosario,  Héctor  M,  M.D.  - Escuela  de  Medicina  de  la 
Universidad  Central  del  Este,  Santo  Domingo,  República 
Dominicana  - 1978  - Medicina  General,  Ejerce  en  Lares, 
Puerto  Rico. 

Díaz  de  Ortiz,  Maritza,  M.D,  - Escuela  de  Medicina  de  la 
Universidad  Nacional  Pedro  H.  Ureña,  Santo  Domingo, 
República  Dominicana  - 1977  - Especialidad:  Pediatría,  Ejerce 
en  Caguas,  Puerto  Rico. 

Marchand  Quintero,  Arturo,  M.D.  - Escuela  de  Medicina  de  la 
Universidad  de  Puerto  Rico  - 1977  - Especialidad:  Radiología, 
Ejerce  en  Hato  Rey,  Puerto  Rico. 

Matos  Bazelaís,  Frank  W.,  M.D,  - Escuela  de  Medicina  de  la 
Universidad  de  Santo  Domingo,  República  Dominicana  - 
1957  - Especialidad:  Anestesiología,  Ejerce  en  Ponce,  Puerto 
Rico. 

Miranda  Arroyo,  José  Luis,  M.D.,  - Escuela  de  Medicina  de 
Complutense  en  Madrid,  España  - 1973  - Especialidad:  Obste- 
tricia y Ginecología,  Ejerce  en  Caguas,  Puerto  Rico. 

Prieto,  Edgardo,  M.D.  - Escuela  de  Medicina  de  la  Universi- 
dad Autónoma  de  Guadalajara,  México  - 1975  - Especialidad: 
Obstetricia  y Ginecología,  Ejerce  en  Caguas,  Puerto  Rico. 

Ramírez  Pérez,  Livia  O.,  M.D.  - Escuela  de  Medicina  de  la 
Universidad  Autónoma  de  Santo  Domingo,  República  Domi- 
nicana - 1969  - Especialidad:  Pedriatría,  Ejerce  en  Vega  Baja, 
Puerto  Rico. 

Ramírez  Salcedo,  Jarmina,  M.D.  - Escuela  de  Medicina  de  la 
Universidad  Central  del  Este,  Santo  Domingo,  República 
Dominicana  - 1977  - Ejerce  en  Bayamón,  Puerto  Rico. 

Rodríguez  Rodríguez,  José  M.,  M.D.  - Escuela  de  Medicina  de 
la  Universidad  de  Salamanca,  España  - 1967  - Especialidad: 
Obstetricia  y Ginecología,  Ejerce  en  Arecibo,  Puerto  Rico. 

Urdaz  Gómez,  José  H.,  M.D.  - Escuela  de  Medicina  de  la 
Universidad  de  Barcelona,  España  - 1972  - Especialidad:  Orto- 
pedia, Ejerce  en  Arecibo,  Puerto  Rico. 


Vargas  Bodas,  Pedro,  M.  D.  - Escuela  de  Medicina  de  la 
Universidad  de  Puerto  Rico  - 1973  - Especialidad:  Oftalmolo- 
gía, Ejerce  en  Arecibo,  Puerto  Rico. 

Vázquez  Muñiz,  César  A.,  M.D.  - Escuela  de  Medicina  de  la 
Universidad  de  Puerto  Rico  - 1978  - Especialidad:  Medicina  de 
Familia,  Ejerce  en  Caguas,  Puerto  Rico. 

INTERNOS-RESIDENTES 

Lugo  Rodríguez,  Fausto,  M.D.  - Escuela  de  Medicina  de  la 
Universidad  Nacional  Pedro  H.  Ureña,  Santo  Domingo, 
República  Dominicana  - 1978  - Especialidad:  Medicina 
Interna,  Mayagüez,  Puerto  Rico. 

AFILIADO 

Montalvo  Bonilla,  Jaime  M.D.  - Escuela  de  Medicina  de  la 
Universidad  de  Santander,  España  - 1979  - Ejerce  en  Hatillo, 
Puerto  Rico. 

ESTUDIANTES  DE  MEDICINA 

Acevedo  Martínez,  Ana  T.  - Escuela  de  Medicina  de  la  Universi- 
dad Central  del  Caribe,  Cayey,  Puerto  Rico  - Año  de  Gradua- 
ción: 1982. 

Alvarez  Pagán,  Lyvia  A.  - Escuela  de  Medicina  de  la  Universi- 
dad Nacional  de  Cuyo,  República  de  Argentina  - Año  de 
Graduación:  1982. 

Hernández  López,  Oscar  A.  - Escuela  de  Medicina  de  la  Uni- 
versidad Central  del  Este,  Santo  Domingo,  República  Domi- 
nicana, - Año  de  Graduación:  1982. 

REINGRESOS 

Amarante,  Osiris,  M.D.  - Escuela  de  Medicina  de  la  Universi- 
dad Autónoma  de  Santo  Domingo,  República  Dominicana  - 
1963  - Medicina  General,  Ejerce  en  Puerto  Nuevo,  Puerto 
Rico. 

González  Celado,  Amparo,  M.D.  - Escuela  de  Medicina  de  la 
Universidad  Autónoma  de  Santo  Domingo,  República  Domi- 
nicana - 1967  - Especialidad:  Psiquiatría,  Ejerce  en  Hato  Rey, 
Puerto  Rico. 

Justíníano  García,  Rafael  A.,  M.D.  - Escuela  de  Medicina  de  la 
Universidad  de  Puerto  Rico  - 1974  - Especialidad:  Cirugía 
General,  Ejerce  en  Mayagüez,  Puerto  Rico. 

Ramírez  Sebón,  Themistocles,  M.D.  - Escuela  de  Medicina  dé 
Salamanca,  España  - 1964  - Especialidad:  Ortopedia,  Ejerce 
en  Mayagüez,  Puerto  Rico. 

Sallaberry  Santiago,  N.  M.D.  - Escuela  de  Medicina  de  la 
Universidad  de  Barcelona,  España  - 1963  - Especialidad: 
Radioterapia,  Ejerce  en  Ponce,  Puerto  Rico. 

Vázquez  Cortinas,  Celeste,  M.D.  - Escuela  de  Medicina  de  la 
Universidad  Autónoma  de  Santo  Domingo,  República  Domi- 
nicana - 1962  - Especialidad:  Obstetricia  y Ginecología. 
Ejerce  en  Manatí,  Puerto  Rico. 
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INSTRUCCIONES  PARA  LOS  AUTORES 

El  Boletín  acepta  para  su  publicación  artículos  relativos  a medicina  y cirugía  y las 
ciencias  afínes.  Igualmente  acepta  artículos  especiales  y correspondencia  de  contenido 
dentífico  que  pudiera  ser  de  interés  general  para  la  profesión  médica.  El  artículo,  si  se 
aceptara,  será  con  la  condición  de  que  se  publicará  únicamente  en  esta  revista. 

Se  urge  a los  autores  se  esfuerzan  en  perseguir  claridad,  brevedad,  e ir  a lo  pertinente 
en  sus  manuscritos  no  importa  el  tema  o formato  del  manuscrito. 

Para  facilitar  la  labor  de  revisión  de  la  Junta  Editora  y la  del  impresor,  se  requiere  de 
los  autores  que  sigan  las  siguientes  instrucciones: 

Manuscrito 

El  manuscrito  completo,  incluyendo  las  leyendas  y referencias  deberán  estar  escritos 
en  maquinilla  a doble  espacio'.por  un  solo  lado  de  cada  página,  en  TRIPLICADO  y con 
amplio  margen.  En  página  separada  deberá  incluirse  '.o  siguiente:  título,  nombre  del 
autorfes)  y su  grado  (ej:  MD,  FACP),  ciudad  donde  se  hizo  el  trabajo,  el  hospital  o 
institución  académica,  patrocinadores  del  estudio,  y si  un  articulo  ha  sido  leído  en  alguna 
reunión  o congreso,  así  debe  hacerse  constar  como  una  nota  al  calce. 

El  manuscrito  debe  comenzarcon  una  breve  introducción  en  la  cual  se  especifique  el 
propósito  del  mismo.  Las  secciones  principales  (como  por  ejemplo:  Materiales  y 
Métodos)  deben  identificarse  como  un  encabezamiento  al  centro  y en  letras  mayúsculas. 

Artículos  referentes  a resultados  de  estudios  clínicos  o investigaciones  de  laboratorio 
deben  organizarse  bajo  los  siguientes  encabezamientos:  Introducción,  Materiales  y 
Métodos.  Resultados,  Discusión,  Resumen  (en  español  e inglés).  Reconocimiento  y 
Referencias. 

Artículos  referentes  a estudios  de  casos  aislados  deben  organizarse  en  la  siguiente 
forma:  Introducción,  Materiales  y Métodos  si  es  aplicable.  Observaciones  del  Caso, 
Discusión,  Resumen  (en  español  e inglés).  Reconocimientos  y Referencias. 

Nomenclatura 

Deben  usarse  los  nombres  genéricos  de  los  medicamentos.  Podrán  usarse  también  los 
nombres  comerciales,  entre  paréntesis,  si  así  se  desea.  Se  usará  con  preferencia  el  sistema 
métrico  de  pesos  y medidas. 

Tablas 

Las  tablas  deben  aparecer  en  hojas  separadas.  Estas  deben  incluir  el  título,  y el 
número  de  la  tabla  debe  estar  en  romano.  Los  símbolos  de  unidades  deben  limitar::e  al 
encabezamiento  de  las  columnas.  Se  deben  omitir  líneas  verticales  y horizontales  en  la 
tabla.  Se  usará  en  las  tablas  el  mismo  idioma  en  el  cual  está  escrito  el  articulo.  Deben 
limitarse  las  tablas  a solo  aquellas  que  contribuvan  al  meior  entendimiento  del 
manuscrito.  Las  tablas  deben  suplementar  el  texto,  no  duplicarlo. 

Dustradones 

Las  fotografías  y mícrofotografías  se  someterán  como  copias  en  papel  de  lustre,  sin 
montar.  En  el  reverso  de  la  figura  debe  aparecer  el  número  de  la  figura  (arábigo),  ei  autor, 
y debe  indicarse  la  parte  superior  de  la  ilustración.  Las  leyendas  de  cada  ilustradón 
deben  estar  en  hojas  separadas. 

Resumen 

Un  abstracto  no  mayor  de  ISO  palabras  debe  acompañar  los  manuscritos.  Debe 
incluir  los  puntos  pritKipales  que  ilustren  la  substancia  del  articulo  y la  exposidón  del 
problema,  métodos,  resultados  y condusiones. 

Referencias 
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texto.  Los  números  deben  aparecer  en  paréntesis  al  nivel  de  la  linea  u oración.  Ai  final  de 
cada  artículo  las  referencias  deben  aparecer  en  el  orden  numérico  en  que  se  citan  en  el 
texto.  Deben  utilizarse  solamente  las  abreviaturas  indicadas  en  el  "Cumulative  Index 
Medicus"  que  publica  la  Asociación  Médica  Americana.  Las  referendas  deben  seguir  el 
patrón  que  se  describe  a continuación. 
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añade  el  autor(es)  del  capitulo  y el  título  del  mismo.  Por  ejemplo: 
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Disease  in  Infancy  and  Childhood.  3d  Ed.,  New  York,  MacMillan,  1978,  p 
275-301 

Observar  que  no  se  usa  el  punto  después  de  las  iniciales  de  los  autores  nial  final  de  las 
referencias. 

Cartas  al  Editor 

Se  publicarán  a discreción  de  la  Junta  Editora . Deben  estar  escritas  en  maquinilla  a 
doble  espacio,  no  deben  ser  mayor  de  500  palabras,  ni  incluir  más  de  cinco  referencias. 


INSTRUCTIONS  TO  AUTHORS 

The  Boletín  will  accept  for  publication  contributions  relating  to  the  various  areas  of 
medicine,  surgery  and  allied  medical  sciences.  Special  articles  and  correspondence  on 
scientific  subjects  of  general  interest  to  physicians  will  also  be  accepted.  All  material  is 
accepted  with  the  understanding  that  it  is  to  be  published  solely  in  this  journal. 

All  authors  are  urged  to  seek  clarity,  brevity,  and  pertinence  in  the  manuscripts 
regardless  of  subject  or  format. 

In  order  to  facilitate  review  of  the  article  by  the  Editorial  Board  and  the  work  of  the 
printer,  the  authors  must  conform  with  the  following  instructions: 

Manuscripts 

The  entire  manuscript,  including  legends  and  references  should  be  typewritten 
double  spaced  in  TRIPLICATE  with  ample  margins.  A separate  title  page  should  ' 
include  the  following:  title,  authors  and  their  degrees  (e.g.  MD,  FACP),  city  where  the  ¡ 
work  was  done,  hospital  or  academic  institutions,  acknowledgement  of  financial  , 
sponsors,  and  if  the  paper  has  been  presented  at  a meeting  the  place  and  date  should  be  , 
given. 

The  manuscript  should  start  with  a brief  introductory  paragraph  or  paragraphs 
which  should  state  its  purpose.  The  main  sections  (for  example.  Materials  and  Methods) 
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Tables 
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aa  AMERICAN  ASSOCIATION 
BB  blood  banks 


AABB  COMMITTEE  ON  TRANSFUSION 
ISSUES  REPORT  ON  HEPATITIS  B 
VACCINE 

The  following  report  was  issued  by  the  AABB  Committee 
on  Transfusion  Transmitted  Diseases.  The  Committee, 
chaired  by  Joseph  Bove,  MD,  was  requested  by  the  AABB 
Board  of  Directors  to  make  recommendations  regarding  the 
vaccination  of  blood  bank  personnel  with  the  newly  available 
hepatitis  B vaccine. 

The  availability  of  a new  and  effective  vaccine  against 
hepatitis  B coupled  with  widespread  statements  that  vaccina- 
tion is  recommended  for  “health  care  personnel”  has  posed  a 
problem  for  blood  banks  and  transfusion  services.  This  is  so 
because  the  hepatitis  B risk  to  workers  in  blood  donor  centers 
where  patient  blood  samples  are  not  handled  is  unknown. 
Thus,  broad-based  recommendations  may  not  apply  to  the 
staff  of  many  member  centers  of  the  AABB.  Because  of  the 
vaccine’s  limited  availability  and  high  cost,  it  will  be  essential 
for  each  institution  to  establish  a policy  regarding  hepatitis 
immunization.  In  particular,  each  blood  bank  or  transfusion 
service  will  need  to  decide  which  employees  or  volunteers,  if 
any,  are  at  enough  risk  to  be  selected  for  immunization,  and 
which  have  jobs  where  evidence  of  increased  risk  has  not  been 
shown.  In  a similar  manner,  each  institute  must  decide  how 
many,  if  any,  are  at  enough  risk  to  be  selected  for  immuniza- 
tion, and  which  have  jobs  where  evidence  of  increased  risk  has 
not  been  shown.  In  a similar  manner,  each  institute  must 
decide  how  many,  if  any,  employees  should  be  offered  vaccina- 
tion at  the  institution’s  expense  and  how  many  should  look  on 
hepatitis  vaccination  as  health  care  expense  not  related  to 
employment. 

There  is  little  doubt  that  some  health  care  workers  are  at 
increased  risk  of  contact  with  hepatitis  B virus'  23455  p^j. 
them  the  common  risk  factor  is  actual  contac  with  patient 
blood  samples,  particularly  in  emergency  room’  and  dialysis* 
settings.  While  many  reports  cite  clinical  laboratories  and 
laboratory  workers*  “ when  discussing  high  risk,  none  of  these 
give  risk  data  for  donor  center  employees  who  handle  only 
donor  blood  samples.  In  studies  of  hospital  laboratories, 
blood  bank  technicians  have  been  reported  to  have  either  a 
relatively  high’  or  low’  * risk,  but  it  is  clear  that  in  these  reports 
“blood  bank”  refers  to  a section  of  the  hospital  laboratory 


rather  than  to  a free  standing  blood  center  or  community 
blood  bank.  We  are  unaware  of  any  evidence  suggesting  that 
donor  room  personnel  (including  phlebotomy  nurses)  or  tech- 
nical staff  from  blood  centers  are  at  increased  risk  of  hepatitis. 
Nonetheless,  recommendations  that  “health  care  personnel” 
be  vaccinated  make  it  reasonable  for  each  blood  bank  or 
transfusion  service  to  establish  a policy  relating  to  hepatitis  B 
vaccination. 

While  the  following  guideines  seem  appropriate  to  our 
committee,  local  experience  or  community  practice  should  be 
considered  before  a final  decision  is  made. 

I.  Hospital  Based  Laboratory  Staff  Who  Handle  Patient  Blood 
Samples 

Most  reports  place  this  group  at  high  risk  although  several 
studies’  * showed  a relatively  low  prevalence  of  hepatitis  B 
markers  in  blood  bank  technicians  when  compared  with  tech- 
nicians in  othr  laboratories.  It  seems  appropriate  that  whate- 
ver hospital  policy  is  established  for  laboratory  technicians 
should  also  apply  to  those  blood  bank  or  transfusion  service 
staff  who  handle  patient  samples.  Current  recommendations  ’ 
10  11  give  laboratory  technicians  without  antibodies  to  HBV  a 
high  priority  for  vaccination. 

III.  Laboratory  or  Donor  Room  Personnel  Who  Do  Not  Routi- 
nely Handle  Patient  Blood  Samples 

As  stated  previously  we  are  unaware  of  any  study  sugges- 
ting that  this  group  is  at  increased  risk.  With  this  in  mind  it  is 
discorcerting  that  the  Immunization  Practices  Advisory  Com- 
mittee of  the  Centers  for  Disease  Control  has  included  blood 
bank  technicians  based  outside  of  hospitals  in  its  group  of 
health  care  workers  at  increased  risk  of  acquiring  HBV  infec- 
tions because  they  “...have  frequent  contact  with  blood  or 
blood  products...”’ 

While  individuals  who  work  in  donor  centers  are  unques- 
tionably health  care  personnel  there  can  be  no  doubt  that  their 
risk  of  acquiring  hepatitis  B is  not  equal  to  the  risk  of  workers 
in  selected  hospital  settings  where  there  is  “...frequent  contact 
with  blood  from  infective  patients...’”  For  this  reason  we 
believe  that  no  blanket  statement  is  applicable  to  them,  and 
that  each  donor  center  should  consider  its  own  experience 
before  establishing  local  policy.  Unless  local  evidence  or  prac- 
tice suggests  otherwise,  we  do  not  believe  that  blood  bank 
personnel  or  volunteers  should  be  placed  in  a high  risk  cate- 
gory unless  they  routinely  handle  patient  blood  samples,  nor 
do  we  believe  that  they  should  — under  ordinary  circumstances — 
be  priority  candidates  for  vaccination. 

Clearly  more  data  are  needed  to  establish,  for  each  segment  of 
the  halth  care  force,  the  risk  of  contracting  work-related  hepa- 
titis B.  Current  information,  however,  does  not  suggest  that 
blood  bank  workers  who  do  not  handle  patient  samples  are  a 
high  risk  group. 
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ACSM 

CERTIFICATION  PROGRAMS 


Exercise  has  a legitimate  and  accepted  role  in  both  pre- 
ventive and  rehabilitative  medical  programs.  As  a result, 
there  is  an  increasing  demand  for  qualified  personnel  to 
administer  graded  exercise  tests,  to  execute  exercise  prescrip- 
tions, to  design,  supervise  and  lead  appropriate  exercise  and 
to  design,  implement  and  administer  safe,  effective  and  enjo- 
yable preventive  and  rehabilitative  exercise  programs. 

To  meet  this  need,  the  American  College  of  Sports  Medi- 
cine (ACSM)  has  established  certification  procedures  for 
Preventive  and  Rehabilitative  Exercise  Test  Technologists, 
Exercise  Specialists,  Exercise  Program  Directors  and  Fitness 
Instructors.  There  are  progressive  expectations  of  know- 
ledge base,  skills  and  competencies  for  each  of  thse 
categories. 


The  purpose  of  this  program  is  two-fold;  1)  to  increase 
competencies  of  those  involved  in  preventive  and  rehabilita- 
tive exercise  programs,  and  2)  establish  means  whereby  the 
public  consumer  can  recognize  professional  competence. 


AAFP  OFFICIAL  DEFINITIONS 
OF  FAMILY  PRACTICE 
AND  FAMILY  PHYSICIAN 


Family  Practice 

Family  practice  is  comprehensive  medical  care  with  par- 
ticular emphasis  on  the  family  unit,  in  which  the  physician’s 
continuing  responsibility  for  health  care  is  not  limited  by  the 
patient’s  age  or  sex  nor  by  a particular  organ  system  or 
disease  entity. 

Family  practice  is  the  speciality  in  breadth  which  builds 
upon  a core  of  knowledge  derived  from  other  disciplines 
— drawing  most  heavily  on  internal  medicine,  pediatrics, 
obstetrics,  and  gynecology,  surgery  and  psychiatry — and 
which  establishes  a cohesive  unit,  combining  the  behavorial 
sciences  with  the  traditional  biological  and  clinical  sciences. 
The  core  of  knowledge  encompassed  by  the  discipline  of 
family  practice  prepares  the  family  physician  for  a unique 
role  in  patient  management,  problem  solving,  counseling 
and  as  a personal  physician  who  coordinates  total  health 
care  delivery. 

Family  Physician 

The  family  physician  provides  health  care  in  the  disci- 
pline of  family  practice.  His  training  and  experience  qualify 
him  to  practice  in  the  several  fields  of  medicine  and  surgery. 

The  family  physician  is  educated  and  trained  to  develop 
and  bring  to  bear  in  practice  unique  attitudes  and  skills 
which  him  or  her  to  provide  continuing,  comprehensive 
health  maintenance  and  medical  care  to  the  entire  family 
regardless  of  sex,  age  or  type  of  problem,  be  it  biological, 
behavioral  or  social.  This  physician  serves  as  the  patient’s  or 
family’s  advocate  in  all  health-related  matters,  including  the 
appropriate  use  of  consultants  and  community  resources. 
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NEW  TREATMENT  COMBATS  ABNORMALLY 
EARLY  PUBERTY 


One  of  the  most  devastating  disorders  of  childhood  occurs 
when  the  biological  alarm  clock  for  entering  puberty  goes  off 
much  too  early.  Now  researchers  have  a new  treatment  that 
usually  postpones  the  off-schedule  hormonal  actions  that  trig- 
ger breast  enlargement,  beard  growth  and  other  secondary 
.sexual  characteristics  in  children  as  young  as  9 months  old  and 
ranging  up  to  9 years  old. 

A report  in  the  Medical  News  section  in  the  September  10 
issue  of  JAMA  reveals  that  researchers  at  the  National  Insti- 
tute of  Child  Health  and  Human  Development  (NICHD) 
have  achieved  satisfactory  response  in  more  than  90  percent  of 
children  they’ve  treated.  The  children  are  receiving  a potent, 
long-lasting  injectable  preparation  that  is  an  analogue  of  a 
natural  hormone  (an  analogue  is  a chemical  compound 
having  a molecular  structure  similar  to  that  of  another).  The 
natural  substance  is  luteinizing  hormone-releasing  hormone 
or  LHRH. 

Premature  sexual  development  was  arrested  or  reversed  in 
most  children,  with  previously  obvious  secondary  sexual  cha- 
racteristics diminishing  or  disappearing. 

The  treatment  involves  daily  injections  of  the  analogue. 
Because  children  with  precocious  puberty  tend  to  grow  tall 
more  rapidly  than  they  should  for  a time  and  then  cease 
growing  before  normal  adult  height  is  reached,  the  treatment 
is  to  be  continued  until  a normal  adult  height  can  be  expected. 

The  treatment,  still  considered  experimental,  has  caused 
no  ill  effects  so  far,  but  researchers  note  that  the  long-term 
effects  are  unknown.  Research  involving  the  same  treatment  is 
also  underway  at  Massachusetts  General  Hospital  in  Boston. 

In  more  than  half  the  cases  of  precocious  puberty,  the 
cause  is  unknown.  Tumors  in  the  section  of  the  brain  that 
ordinarily  controls  the  timing  of  puberty  cause  the  disorder  in 
some  children. 

The  NICHD  is  a major  referral  center  for  children  with 
precocious  puberty  and  is  admitting  two  or  three  children  to 
its  program  each  week.  About  80  children  are  receiving  treat- 
ment. The  program’s  chief  investigator,  Florence  Comite, 
MD,  estimates  that  the  incidence  of  the  disorder  in  the  general 
population  is  between  one  in  5,{X)0  and  one  in  10,0(X).  The  type 
of  precocious  puberty  in  which  the  cause  is  unknown  is  more 
prevalent  in  girls. 

Children  with  precocious  puberty  face  formidable  stresses. 
They  are  frequently  taunted  by  their  peers,  and  boys,  because 
of  their  larger  size  and  greater  strength,  are  frequently  exclu- 


ded from  childhood  games.  The  young  children  also  have  such 
typical  adolescent  traits  as  irritability,  emotional  ups  and 
downs,  and  poor  self-images.  With  the  new  treatment,  such 
pubescent  troubles  tend  to  improve  dramatically,  acdbrding  to 
Comite. 


DEGENERATIVE  DEFECTS  OF  AGING  MAY  BE 
DECREASED  BY  PHYSICAL  ACTIVITY 


At  least  some  of  the  changes  commonly  attributed  to  aging 
are  really  caused  by  disuse  — by  inactivity — and  as  such  are 
subject  to  correction,  according  to  a West  Coast  physician 
who  advocates  exercise  as  a way  to  ward  off  some  of  the 
age-related  disabilities. 

In  an  article  in  the  September  10  issue  of  JAMA,  Walter 
M.  Bortz  II,  MD,  compares  the  bodily  results  of  physical 
inactivity  in  younger  people  to  the  decreased  capacity  of  older 
people  that  is  commonly  blamed  on  the  aging  process.  The 
results,  according  to  Bortz,  who  is  from  the  Department  of 
medicine  at  the  Palo  Alto  (California)  Medical  Clinic,  disclose 
striking  similarities. 

While  Bortz  emphasizes  that  lack  of  physical  activity  is  not 
the  cause  of  the  aging  process,  he  suggests  that  no  drug  in 
current  or  prospective  use  holds  as  much  promise  for  sustai- 
ned health  as  a lifetime  program  of  physical  exercise. 

Citing  the  example  of  a leg  that  is  encased  in  a plaster  cast 
for  several  weeks  and  which  becomes  withered,  stiff  and  pain- 
ful, Bortz  notes  that  such  degenerative  changes  are  common 
to  many  body  systems,  tissues  and  functions  when  the  body  is 
inactive  for  a period. 

Parallels  also  exist  between  bodily  changes  of  astronauts  in 
periods  of  weightlessness  and  changes  due  to  inactivity,  such 
as  enforced  bed  rest. 

In  the  cardiovascular  system,  inactitivy  can  reduce  the 
body’s  capacity  to  use  oxygen  efficiently.  This  capacity  ordina- 
rily decreases  with  age,  but  research  has  shown  that  this 
decline  can  be  markedly  reduced  by  a conditioning  program. 
Increases  in  blood  pressure  in  the  elderly  similarly  may  be 
related  to  inactivity. 

Bed  rest,  immobilization  and  weightlessness  cause  undesi- 
rable changes  in  the  blood,  bones,  metabolism,  sex  hormones, 
central  nervous  system  and  other  body  components  that  may 
be  lessened  by  exercise,  Borz  notes. 

The  striking  association  of  disuse  and  accelerated  aging  in 
body  components  appears,  as  well,  at  th  whole  — body  level. 
Bortz  suggests  that  the  principle  of  “practice  makes  perfect’’, 
as  applied  to  the  piano  student,  athlete  and  cook,  also  applies 
to  the  body,  and  that  the  biological  law  of  “use  it  or  lose  it’’ 
should  receive  more  attention  where  the  human  body  is 
concerned. 

Although  experiments  with  animals  have  shown  that  regu- 
lar exercise  can  prolong  life,  such  a firm  conclusion  cannot  be 
drawn  about  humans. 

“It  is  fair  to  observe  that  Homo  sapiens  has  never  had  the 
oportunity  to  test  the  hypothesis  relating  xercise  to  longevity. 
Survival  of  the  fittest  to  an  advanced  age  is  really  untested. 
Through  the  long  eons  in  which  our  forebearers  were  physi- 
cally active  as  a necessity  of  survival,  they  died  of  starvation, 
injury  and  infection.  In  our  current  golf-cart  age  in  which  two 
of  these  major  historic  killers  are  largely  controlled,  we  die  of 
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degenerative  diseases,  on  which  the  impact  of  our  physical 
inactivity  may  be  considerable.” 


NEW  ADVANCE  IN  FETAL  SURGERY 


Physicians  from  the  Medical  College  of  Virginia,  Rich- 
mond, writing  in  the  September  17  issue  of  JAMA  report 
another  advance  in  the  use  of  intrauterine  surgery  to  treat 
congenital  disease  in  a fetus. 

Performing  a thoracentesis,  the  physicians,  Robert  E. 
Petres,  MD,  Fay  O.  Redwine,  MD,  and  Dwight  P.  Cruiks- 
hank,  MD,  drained  the  chest  cavity  of  a 36-week  fetus  of 
excess  fulid  that  had  caused  its  lungs  to  collapse.  They  perfor- 
med the  procedure  a second  time  after  the  mother  went  into 
active  labor  a week  later,  so  that  the  infant  could  have  normal 
respiratory  function  immediately  after  birth. 

The  infant’s  condition  had  been  diagnosed  by  ultrasound 
before  birth  as  chylothorax,  a rare  occurrence  in  which  lymph 
fluid  drains  into  the  fetal  chest.  Following  delivery,  the  infant 
was  moved  to  a neonatal  intensive  care  unit  where  chest  tubes 
were  inserted  to  continue  draining  fluid  from  her  lungs.  She 
was  discharged  on  the  eighth  day  after  birth. 

Thoracentesis  reduced  the  likelihood  of  damage  to  the 
fetus  from  pressure  on  its  chest  as  it  passed  through  the  birth 
canal,  according  to  the  Virginia  medical  team.  Interven-^ 
tion  before  and  during  birth  also  prevented  injury  to  the 
newborn’s  lungs  from  mechanical  devices  that  would  have 
been  needed  to  help  her  breathe  if  treatment  had  been  deferred 
until  after  delivery. 

Neonatal  chylothorax  carries  an  overall  25  percent  risk  of 
mortality.  The  cause  is  unclear,  but  the  condition  is  reversible 
with  treatment. 


BOY  OR  GIRL? 

“DRANO  TEST”  CAN’T  GIVE  THE  ANSWER 


The  so-called  Drano  test  for  determining  the  sex  of  an 
unborn  child  is  about  as  useful  as  flipping  a coin,  according  to 
a Wyoming  pediatrician. 

In  a letter  to  the  editor  in  the  August  20,  1982  issue  of 
JAMA,  Robert  M.  Fowler,  MD,  writes  that  results  of  the  test 
performed  on  79  pregnant  women  correctly  predicted  the  sex 
of  their  infants  roughly  half  the  time,  proving  the  test  to  be  no 
more  reliable  than  random  guessing.  Fowler  is  associate  pro- 
fessor of  Family  Practice,  College  of  Human  Medicine,  Uni- 
versity of  Wyoming. 

The  test  consists  of  adding  a small  amount  of  the  commer- 
cial drain  cleaner  crystals  to  about  two  milliliters  of  urine, 
agitating  the  mixture  and  interpreting  the  results  from  changes 
in  color  after  a one-minute  interval.  The  color  green  has  been 
reported  to  be  predictive  of  a male  child,  and  yellow  to  amber 
a female. 

Of  the  100  patients  Fowler  tested,  21  failed  to  have  the 
same  color  changes  consistently  in  monthly  tests  during  the 
last  trimester  of  pregnancy. 


STRICT  LIMITATION  ON 
SMALLPOX  VACCINATION  URGED 


The  worldwide  eradication  of  smallpox  in  1977  eliminated 
the  last  remaining  need  for  smallpox  vaccinations  for  the 
general  public.  Yet,  according  to  the  Centers  for  Disease  Con- 
trol (CDC),  Atlanta,  more  than  2.8  million  doses  of  smallpox 
vaccine  were  distributed  in  1980  in  the  United  States  alone, 
some  of  which  are  being  used  inappropriately. 

Writing  in  JAMA,  Lawrence  Mintz,  MD,  from  the  Mount 
Zion  Hospital  and  Medical  Center,  San  Francisco,  reports 
one  such  case  involving  use  of  the  vaccine  to  treat  a patient 
with  recurrent  genital  herpes  simplex  virus  infection.  The  vac- 
cine not  only  failed  to  cure  the  original  infection,  it  produced  a 
new  area  of  herpes  lesions  at  the  innoculation  site  on  the  upper 
arm,  doubling  the  number  of  recurrences  the  patient  suffered 
anually. 

The  efficacy  of  smallpox  vaccination  for  treatment  of  her- 
pes simplex  virus  infections  has  never  een  proven  and,  as  this 
case  suggests,  the  procedure  may  actually  aggravate  the  condi- 
tion it  is  intended  to  cure.  Smallpox  vaccination  per  se  carries 
a risk  of  complications,  which  occur  at  a rate  of  about  135  per 
million  vaccinations. 

Despite  the  recommendation  of  some  communicable  dis- 
ease experts  that  the  vaccine  be  withdrawn  from  the  general 
market  or  reclassified  as  a restricted  or  controlled  biological, 
such  action  has  not  been  taken. 

J.  Michael  Lane,  MD,  MPH,  director  of  the  CDC’s  Center 
for  Prevention  Services,  strongly  agrees  that  smallpox  vaccina- 
tion is  worthless  and  dangerous  as  a treatment  for  herpes 
simplex  virus  infection.  The  smallpox  vaccine,  developed  by 
English  physician  Edward  Jenner  in  the  18th  century,  “has 
accomplished  its  mission  and  should  be  retired  from  active 
service,”  he  says. 

The  only  reason  to  use  smallpox  vaccine  today  is  to  protect 
laboratory  workers  exposed  to  smallpox  and  related  viruses, 
according  to  Lane,  he  concludes:  “I  have  one  word  of  advice 
for  those  who  continue  to  use  Jenner’s  wonderful  vaccine. 
Stop.” 


NEW  DRUG  SPURS  COMEBACK 
IN  HEART  TRANSPLANTS 


After  a period  of  mixed  results  and  early  failure,  heart 
transplants  are  enjoying  a comeback  largely  due  to  cyclospo- 
rin A,  a new  drug  that  helps  prevent  the  body  from  rejecting 
the  transplanted  heart. 

Thanks  to  the  durg  and  other  considerations,  including 
better  patient  selection,  heart  transplantations  are  once  again 
approaching  100  per  year  worldwide,  says  Bruce  A.  Reitz, 
MD,  and  Edward  B.  Stinson,  MD,  in  the  September  10 
JAMA. 

Cyclosporin  A has  been  used  at  Stanford  Medical  Center  in 
California,  where  the  majority  of  the  world’s  heart  transplants 
have  been  done,  since  December  1980. 

Recipients  at  Stanford  - most  of  whom  suffered  from 
coronary  artery  disease — have  had  an  overall  survival  rate  of 
65  percent  at  one  year  and  almost  45  percent  at  five  years. 
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EXPERIMENTAL  THERAPY  SHOWS  PROMISE 
IN  TREATMENT  OF  INTRACTABLE 
RHEUMATOID  ARTHRITIS 


A combination  of  powerful  drugs  has  been  remarkably 
successful  under  experimental  circumstances  in  controlling 
severe  rheumatoid  arthritis  in  a small  group  of  patients, 
according  to  a report  in  the  October  8 JAMA. 

Of  the  17  patients  treated  by  rheumatologist  Daniel  J. 
McCarty,  MD,  of  the  Medical  College  of  Wisconsin  in  Mil- 
waukee, 14  improved,  some  to  the  point  that  they  no  longer 
needed  any  medication,  not  even  aspirin. 

In  an  accompanying  editorial,  George  E.  Ehrlich,  MD,  of 
hahnemann  Medical  College  and  Hospital  in  Philadelphia, 
labels  this  “a  remarkable  feat;”  however,  he  cautions  that  the 
treatment  requires  careful  supervision  and  documentation 
and  he  calls  for  restraint  in  its  use. 

The  17  patients  in  the  study  were  chosen  because  their 
arthritic  conditions  had  been  resistant  to  conventional  drug 
tratment.  McCartly  and  his  coauthor,  Guillermo  F.  Carrera, 
MD,  a radiologist,  combined  three  drugs,  each  of  which  had 
been  shown  to  be  effective  separately,  in  the  hope  of  obtaining 
an  additive  effect. 

The  drugs  they  used  were  hydroxychloroquine,  originally 
developed  to  combat  malaria,  and  cyclophosphamide  and 
azathioprine,  two  agents  that  suppress  the  immune  system, 
which  most  scientists  believe  to  be  involved  in  the  inflamma- 
tion that  accompanies  rheumatoid  arthritis.  (How  hydroxych- 
loroquine works  against  arthritis  is  unclear).  McCarty  and 
Carrera  administred  the  drugs  over  a period  of  five  to  64 
months  in  less  than  full  doses  in  an  effort  to  obtain  cumulative 
benefits  while  reducing  toxic  side  effects.  Five  of  the  patients 
achieved  complete  remission  with  no  morning  stiffness  and  no 
swollen  or  tender  joints.  Two  achieved  “near  remission”  and 
seven  others  had  varying  degrees  of  improvement.  Three 
patients  had  little  benefit  from  the  treatment. 

In  nine  patients,  x-ray  studies  demonstrated  definite 
regrowth  of  tissue  in  areas  where  the  arthritis  had  caused 
erosions  into  the  bones  on  either  side  of  a joint.  It  took  an 
average  of  seven  months  for  detectable  improvement  to 
develop. 

Athough  their  results  are  promising,  McCarty  and 
Carrera  warn  that  until  the  three-drug  regimen  is  evaluated  in 
controlled  clinical  trials,  its  use  in  treating  intractable  rheuma- 
toid arthritis  should  be  considered  experimental. 

VIOLENCE  IN  ELDERLY  PATIENTS 

The  stereotype  of  the  little  old  lady  wielding  a cane  to  ward 
off  a supposed  attacker  is  in  need  of  revision.  The  weapon  of 
choice  today,  according  to  a Vanderbilt  University  psychia- 
trist, is  more  likely  to  be  a gun  or  a knife. 

Writing  in  a July  issue  of  JAMA,  William  M.  Petrie,  MD, 
reports  that  an  appreciable  number  of  elderly  patients  commit 
acts  of  violence.  This  is  in  contrast  to  the  popular  image  in 
which  the  elderly  are  almost  always  regarded  as  the  victims  of 
violence. 

Petrie,  who  is  also  in  private  practice  in  Nashville,  Tenn., 
and  his  coauthors  found  that  1 39  of  222  patients  surveyed  in  a 


geriatric  unit  of  a state  psychiatic  hospital  had  committed  or 
threatened  violence,  with  or  without  weapons. 

Eighteen  of  the  patients  had  committed  violent  acts,  12 
with  guns.  These  patients,  who  had  a mean  age  of  nearly  74 
years,  were  classified  for  the  purposes  of  this  study  as  violent. 
An  additional  121  patients  had  committed  or  threatened  vio- 
lence without  using  weapons  and  were  categorized  as  aggres- 
sive rather  than  violent.  The  remaining  83  patients  were 
considered  nonaggressive. 

The  aggressive  patients,  in  contrast  to  those  categorized  as 
violent,  were  more  likely  to  have  behavior  problems  cau.sed  by 
brain  tissue  damage,  according  to  Petrie.  Many  of  the  aggres- 
sive patients  had  degenerative  brain  disease  accompanied  by 
memory  loss,  time  and  place  disorientation,  and  general  con- 
fusion. Their  ourbursts  were  retlexive  rather  than  premedita- 
ted and  were  less  likely  to  be  dangerous. 

Most  of  the  violent  patients  had  paranoid  delusions  unac- 
companied by  demonstrated  brain  tissue  damage  but,  unlike 
the  aggressive  patients,  were  not  confused  or  disoriented  and 
were  capable  of  premeditated  acts.  In  only  one  of  the  violent 
patients  was  a history  of  violence  documented  before  age  60. 

Paranoid  thinking,  access  to  firearms  and  previous  expe- 
rience with  assaults  or  having  their  homes  broken  into  appea- 
red to  predispose  the  18  patients  to  violence.  Petrie  writes. 

Treatment  of  violent  behavior,  primarily  with  anti- 
psyhchotic  drugs,  was  often  succe.ssful.  Petrie  reports.  Aggres- 
sive patients,  on  the  other  hand,  were  more  often  successfully 
treated  in  a structured,  supportive  environment  designed  to 
reduce  fear  and  confusion. 

The  hospitalized  patients  in  this  study  represent  only  a 
small  segment  of  the  elderly  population,  Petrie  acknowledges, 
and  the  findings  should  not  be  generalized  for  all  elderly 
psychiatric  patients. 


MEDICAL  EVALUATIONS  OE 
HEALTHY  PERSONS 

The  AMA  House  of  Delegates  first  supported  the  idea  of 
physician  examinations  for  healthy  people  in  1923  through  an 
educational  report  aimed  at  physicians.  This  report  was 
published  the  following  year  as  Periodic  hcailh  Pxainimition — 
A M anua i for  Physicians  and  was  updated  in  1932.  1940  and 
1947.  The  only  addition  to  this  manual  in  recent  years  was  the 
AMA  Council  on  Occupational  Health  report  on  preventive 
medicine  in  industry.  Published  in  1965,  this  report  wasupda- 
tet  in  1973. 

The  AMA  Council  on  Scientific  Affairs  has  reviewed  the 
1947  manual,  recent  findings  of  the  1979  Canadian  Task 
Force  on  Periodic  Health  Examinations  and  recommenda- 
tions by  the  American  Cancer  Society  and  the  National  Aca- 
demy of  Science  Institute  of  Medicine.  These  sources  were  the 
basis  for  the  present  report. 

Rationale 

Three  distinct  benefits  to  the  physician-patient  relations- 
hip support  the  value  of  periodic  medical  evaluations. 

• Regular  examinations  allow  the  physician  to  detect  dis- 
ease early  and  treat  it  more  effectively,  both  from  a health 
and  cost  standpoint. 

• Periodic  visits  allow  the  physician  to  measure  the  overall 
health  of  the  patient  against  a fairly  recent  baseline  and 
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make  sound  recommendalions  regarding  patient  lifestyle 
and  environmental  factors  that  may  be  detrimental  to 
health. 

• Regular  communication  between  physician  and  patient 
promotes  greater  development  of  both  trust  and  unders- 
tanding, making  the  physician’s  treatment  of  illnesses  or 
accidents  more  effective. 

Specifics 

The  1947  manual,  which  is  the  basis  for  the  new  guidelines, 
advocates  a modern  approach  toward  the  concepts  and  princi- 
ples of  periodic  evaluation.  The  manual  includes  recommen- 
dations on  physician  awareness  of  patients’  religious 
preferences  and  how  they  affect  diet;  psychological  status  and 
interpersonal  relationships;  knowledge  of  patients’  preclinical 
exposure  to  x-rays  and  such  elements  as  radium,  lead,  benzol, 
mercury,  carbon  monoxide  and  methane;  recognition  that 
many  drugs  are  prescribed  for  temporary  relief  and  should  be 
terminated  when  the  patient’s  condition  improves;  and  accep- 
tance that  recommendations  can  be  made  for  a healthful 
lifestyle. 

The  AMA’s  recommendations  for  periodic  evaluation 
should  be  considered  informed  guidelines.  Physicians  are 
advised  to  pay  special  attention  to  guidelines  developed  by 
medical  specialty  .societies  for  specific  populations. 


rite  Council  on  Scientific  Affairs  also  stresses  the  follo- 
wing major  points; 

• fhe  patient’s  age,  sex.  socioeconomic  position,  heredi- 
tary backgorund  and  other  personal  factors  will  inlluence 
the  frequency  of  examination.  In  general. a checkupevery 
one  to  three  years  after  age  40  pro\  ides  a stable  reference 
point. 

• fhe  healthi  Illness  of  the  patient’s  environment,  as  well  as 
the  sensitivity  and  specificity  ol  available  medical  tests, 
will  also  help  determine  the  frequency  of  visits  to  the 
physician. 

• Physicians  are  urged  to  communicate  more  forcefully  to 
their  patients  about  healthful  lifestyles  and  deal  actively 
with  hypertension,  obesity,  anxiety,  depression,  and  alco- 
hol and  drug  abuse. 

House  Action 

The  full  report  of  the  AMA  Council  of  Scientific  Affairs 
on  medical  evaluations  of  healthy  persons,  from  which  this 
backgrounder  is  adapted,  was  approved  during  the  AMA 
Annual  Meeting,  .lime  I9S2.  by  majority  vote  of  the  House  of 
Delegates.  By  this  action,  that  report  has  become  official 
policy  of  the  American  Medical  Association. 


MAXIMA  EXPRESION  EN  PRESTIGIO  Y EHCIENaA. 


Para  el  conductor  exigente  de  hoy... 
un  BMW  representa  la  máxima 
expresión  en  prestigio  y eficiencia. 

Para  el  consumidor  más  exigente  - para 
aquél  que  quiere  invertir  concienzuda- 
mente - para  aquél  que  desea  ser  parte 
integral  de  una  máquina  en  movi- 
miento - la  tecnología  automotriz 
pone  a su  disposición  el  BMW. 

Un  sistema  de  suspensión  único  hace 
al  conductor  de  un  BMW  "sentir"  la 


estabilidad  máxima...  y en  cuanto  a 
proteger  su  inversión,  qué  tal  si  le 
afirmamos  que  estos  automóviles 
retuvieron  77.9'0/o  de  su  precio 
original  durante  los  últimos  cinco  años 
de  acuerdo  a la  edición  de  octubre  del 
"NADA  Used-Car  Guide  1980". 

Si  todo  esto  le  intriga...  le  invitamos 
a comprobarlo  visitándonos  en 
Caribe  BMW,  importadores  y repre- 


sentantes exclusivos  para  Puerto  Rico 

de  piezas  y automóviles  directamente 
de  la  fábrica  BMW  AG 

Munich,  Alemania. 


Caribe  BMW  Inc. 

Prestigio  y Eficiencia 

Ave.  Chardón,  Hato  Rey  — 754-1850 
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AMA  Ne'ws 


DON’T  TAKE  IT  EASY-  EXERCISE! 


"If  exercise  could  be  packed  into  a pill,  it  would  be  the  single 
most  widely  prescribed,  and  beneficial,  medicine  in  the  nation.  ” 

Robert  N.  Butler,  M.D.,  Director, 

National  Institute  on  Aging 

Each  year,  more  and  more  scientific  evidence  points  to  the 
truth  of  this  statement.  Regular  physical  activity  can  help  the 
human  body  maintain,  repair,  and  improve  itself  to  an  ama- 
zing degree.  And  most  older  people  — even  those  with  illnes- 
ses or  disabilities — can  take  part  in  moderate  exercise 
programs. 

Anyone  planning  to  start  a fitness  program  should  see  a 
doctor  first.  Those  with  medical  problems  may  have  to  avoid 
some  kinds  of  exercise  or  adjust  their  level  of  activity.  But  even 
people  who  are  confined  to  wheelchairs  can  do  some  exercises 
to  improve  their  strength  and  sense  of  well-being. 

Many  older  people  enjoy  exercises  such  as  walking,  swim- 
ming, and  bicycle  riding.  But  here  are  other  possibilities,  such 
as  modified  aerobic  dancing,  calisthenics,  and  yoga.  People 
who  have  kept  in  good  condition  may  be  able  to  participate  in 
a wider  range  of  activities. 

It  is  very  important  to  tailor  your  program  to  fit  your  own 
level  of  ability  and  special  needs.  For  example,  jogging  is  not 
for  everyone  and  may  be  dangerous  for  those  who  have  unsus- 
pected heart  disease. 

The  Benefits  of  Exercise 

Although  more  research  is  needed,  there  is  evidence  that 
exercise  may  strengthen  your  heart  and  lungs,  lower  your 
blood  pressure,  and  protect  against  the  start  of  adult-onset 
diabetes.  Exercise  can  strengthen  your  bones,  slowing  down 
the  progress  of  osteoporosis,  a bone-thinning  disorder  com- 
mon in  elderly  women.  It  can  strengthen  and  tone  your  mus- 
cles, and  help  you  move  about  more  easily  by  keeping  joints, 
tendons,  and  ligaments  more  flexible. 

When  combined  with  good  eating  habits,  exercise  can  help 
you  lose  weight  or  maintain  your  ideal  weight  by  burning 
excess  calories  and  helping  control  your  appetite.  Exercise 
may  also  give  you  more  energy,  help  you  sleep  better  and  feel 
less  tense,  improve  your  appearance  and  self-confidence,  and 
contribute  to  good  mental  health  by  keeping  you  socially 
active. 

Designing  an  Exercise  Program 

Anyone  who  has  been  inactive  for  many  years  should 
never  try  to  do  too  much  too  soon.  Start  by  seeing  a doctor, 
especially  if  you  are  over  60,  if  you  have  a disease  or  disability, 
or  if  you  are  taking  medication.  Your  doctor  can  evaluate 
your  physical  condition,  help  you  decide  which  activity  will 
suit  you  best,  and  check  your  progress  after  the  exercise 
program  is  under  way. 

It  is  important  to  choose  an  activity  you  like.  Decide 
whether  you  want  to  join  a group,  exercise  with  a friend,  or 
exercise  alone.  If  you  exercise  alone,  tell  someone  of  your 
schedule  and  plans  in  case  you  need  assitance.  See  if  you  prefer 
an  outdoor  or  indoor  activity,  and  decide  what  time  of  day  is 
best  for  you.  You  may  have  to  try  different  activities  and  times 


before  you  make  your  exercise  period  a routine  part  of  your 
schedule. 

Begin  by  exercising  slowly,  especially  if  you  have  been 
inactive.  Start  with  short  periods  of  about  5 to  10  minutes 
twice  a week,  then  build  up  slowly  — adding  no  more  than  a 
few  minutes  each  week.  If  all  goes  well,  as  it  probably  will, 
slowly  increase  your  exercise  periods  to  15  to  30  minutes,  3 or 
4 times  a week.  Your  doctor  may  advise  stretching  as  well  as 
warm-up  and  cool-down  periods  of  5 to  15  minutes  to  tune  up 
your  body  before  exercise  and  to  help  you  wind  down  after- 
wards. You  can  simply  stretch  and  then  do  the  same  activity, 
or  a similar  one,  at  a slower  pace. 

Always  pay  attention  to  what  your  body  tells  you.  If  you 
feel  much  discomfort,  you  are  trying  to  do  too  much.  Ease  up 
a bit,  or  take  a break  and  start  again  at  another  time.  Alt- 
hough most  people  will  have  no  problems  if  they  start  exerci- 
sing slowly,  be  alert  to  unusual  symptoms  such  as  chest  pain, 
breathlessness,  joint  discomfort,  or  muscle  cramps. 

Finding  an  Exerc’se  Program 

If  you  are  convinced  that  regular  exercise  is  not  for  you, 
try  to  stay  active  in  other  ways.  Activities  such  as  bowling, 
fishing,  nature  walks,  arts  and  crafts,  card  and  table  games, 
gardening,  and  community  projects  will  not  offer  all  the  bene- 
fits of  regular,  moderate  exercise.  But  they  will  help  you 
remain  actively  involved  in  life,  possibly  adding  years  to  your 
own. 


One  billion  dollars  invested  in  missiles  creates  14,000  jobs. 
The  same  amount  invested  in  hospitals  would  mean  48,000 
positions. 

Marion  Anderson,  Employment  Associates. 


More  writers  have  begun  their  careers  as  doctors  than  any 
other  occupation:  Rabelais,  Keats,  Chekhov,  Maugham, 
A.  J.  Cronin,  Jules  Romains,  Conan  Doyle,  Oliver  Wendel 
Holmes,  William  Carlos  Williams,  Oliver  Goldsmith  and 
a score  of  other  literary  figures. 
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EDUCACION  MEDICA  CONTINUADA 


ASOCIACION  LATINOAMERICANA  DE  DIABETES 
V CONGRESO  LATINOAMERICANO 
DE  DIABETES 


4 a 8 Abril  de  1983,  Santiago,  Chile 
Secretaría  General,  Chacabuco  419,  2do.  Piso,  Santiago, 

Chile 

La  Asociación  Latinoameriana  de  Diabetes  eligió  a la 
ciudad  de  Santiago  de  Chile  como  sede  del  V Congreso  Lati- 
noamericano de  Diabetes,  evento  a desarrollarse  entre  el  4 y 8 
de  Abril  de  1983. 

El  Comité  Directivo  del  Congreso  al  tomar  esta  responsabi- 
lidad, se  fijó  como  objetivo  organizar  un  torneo  que  logre  no 
sólo  excelencia  científica,  sino  que  sea  motivo  de  unión  y 
amistad  entre  todos  los  profesionales  médicos  y de  colabora- 
ción médica  que  trabajan  en  Latinoamérica  en  el  campo  de  la 
diabetes. 

Con  este  doble  espíritu  invitan  a concurrir  a la  cita  de 
Santiago  de  Chile,  a fin  dealcanzarel  éxito  que  la  diabetología 
latinoamericana  se  merece.  El  brillo  del  V Congreso  Latinoa- 
mericano no  dependerá  de  este  Comité  Directivo,  que  es  sólo 
un  intermediario,  sino  del  apoyo  generoso  que  Uds.  le  brinden 
con  su  asistencia. 


University  of  Miami 

DIVISION  OF  CONTINUED  MEDICAL  EDUCATION 


BASIC  NELIROLOfiV  F OR  PSY(  Ml ATRISTS 
AND  GENERALISTS 


Ecbruarv  28  - March  4.  1983 

Konover  Hotel,  Miami  Beach.  FL.  Sponsor:  Depailment 
of  Neurology,  University  ol  Miami  School  of  Medicine. 
Course  Directors:  Noble  .1.  David.  M.D.  and  Robert  T.  She- 
bert,  M.D.  Valid  it)r  33  Hours  Category  1,  AMA.  INFOR- 
MATION: Division  of  Continuing  Medical  Education  D23-3, 
University  of  Miami  School  of  Medicine,  P.O.  Box  016960, 
Miami,  FL.  33101,  Tel.  (305)  547-6716. 


CURRENT  CLINICAL  CONCEPTS 
IN  OTOLARYNGOLOÍÍV 


March  16-17,  1983 

Eden  Roc  Hotel.  Miami  Beach.  FI,.  Sponsor:  Department 
of  Otolaryngology,  University  of  Miami  School  of  Medicine. 
Course  Director  and  Program  Chairman:  Anthony  Maniglia. 
M.D.  Program  Consultant:  J.  Ryan  Chandler,  M.D.  Valid 
for  12  Hours  Category  1,  AMA.  INFORMATION:  Divi- 
sion of  Continuing  Medical  Education  D23-3.  University  of 
Miami  School  of  Medicine.  P.O.  Box  016960.  Miami.  FL. 
33101,  Tel.  (305)  547-6716. 


RECENT  ADVANCES  IN  NUCLEAR  MEDICINE 
AND  OTHER  IMAGING  MODALITIES 


March  23-26,  1983 


HEPATOBILIARY  DISEASE  IN 
CLINICAL  PRACTICE 

February  23-26,  1983 

Sheraton  Bal  Harbour  Hotel,  Bal  Harbour,  FI.  Sponsor: 
Division  of  Hepatology,  University  of  Miami  School  of  Medi- 
cine. Course  Directors:  Leon  Schiff,  M.D.,  Eugene  R.  Schiff, 
M.D.  INFORMATION:  Division  of  Continuing  Medical 
Education  D23-3,  University  of  Miami  School  of  Medicine, 
P.,0.  Box  016960,  Miami,  FL.  33101,  Tel.  (305)  547-6716. 


Eden  Roc  Hotel.  Miami  Beach.  FL.  Sponsro:  Division  of 
Nuclear  Medicine,  University  of  Miami  School  of  Medicine. 
Course  Director:  A.  Serafmi,  M.D.  Valid  for  20  Hours 
Category  1,  AMA.  INFORMATION:  Division  of  Conti- 
nuing Medical  Education  D23-3.  University  of  Miami  School 
of  Medicine,  P.O.  Box  016960,  Miami,  FL.  33 101 , Tel.  (305) 
547-6716. 
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CONGRESO  PÜERTORRIQUEÑO  OE  CAROIOLOGIA 

San  Juan  , 7 al  10  de  abril  de  1983. 

Apartado  Postal  5067  San  Juan  , Puerto  Rico  00936 
Telefonos  : 753-3829  - 753-3830  - 763-7349 

SOCIEDAD  PUERTORRIQUEjÑA  DE  CARDIOLOGIA 
ASOCIACION  PUERTORRIQUEÑA  DEL  CORAZON 
ASOCIACION  CARDIOVASCULAR  DEL  SUR 

COLEGIO  AMERICANO  DE  CARDIOLOGIA,  CAPITULO  DE  PUERTO  RICO 
SECCION  DE  CARDIOLOGIA,  ASOCIACION  MEDICA  DE  PUERTO  RICO 
ESCUELA  DE  MEDICINA  UNIVERSIDAD  DE  PUERTO  RICO 


COMITE  ORGANIZADOR 

JUAN  M.  ARANDA,  M.D. 

Presidente 

Sociedad  Puertorriqueña  de  Cardiologfa 

MARIO  R.  GARCIA-PALMIERI,  M.D. 
Presidente 

Sociedad  Interamericana  de  Cardiología 

CARLOS  E.  GIROD.  M.D. 

Presidente 

Asociación  Puertorriqueña  del  Corazón 

ESTEBAN  LINARES,  M.D. 

Presidente 
Comité  Qentífico 


GERMAN  MALARET,  M.D. 

Presidente 

Colegio  Americano  de  Cardiología 
Capítulo  de  Puerto  Rico 

AGUSTIN  MUNOZ,  M.D. 

Presidente  Electo 

Sociedad  Puertorriqueña  de  Cardiología 


JORGE  ORTEGA-GIL,  M.D. 
Director 

Educación  Médica  Continuada 
Escuela  de  Medicina,  U.P.R. 


HECTOR  RODRIGUEZ  ESTAPE,  M.D. 
Presidente 

Asociación  Cardiovascular  del  Sur 


COMITE  CIENTIFICO 

ESTEBAN  LINARES,  M.D. 

Presidente 

GUILLERMO  CINTRON,  M.D. 

FELIX  M.  CORTES,  M.D. 

HECTOR  DELGADO-OSORIO,  M.D. 
FRANCISCO  JAUME  ANSELMI,  M.D. 
JOSE  E.  LOPEZ,  M.D. 

JORGE  ORTEGA-GIL,  M.D. 


Con  sumo  placer  queremos  anunciar  que  los  días  7,  8,  9 y 10  de  abril  de  1 983,  se 
celebrará  en  el  Hotel  Condado  Holiday  Inn  el  Primer  Congreso  Puertorriqueño  de 
Cardiología. 

A esta  actividad  científica,  auspiciada  por  todas  las  Sociedades  de  Cardiología  del 
país,  y por  la  Escuela  de  Medicina  de  la  Universidad  de  Puerto  Rico,  se  darán  cita 
distinguidos  invitados  de  fama  internacional  y cardiólogos  locales  para  discutir  los 
más  recientes  adelantos  en  el  diagnóstico  y manejo  de  las  enfermedades  cardio- 
vasculares de  adultos  y niños. 

Entre  los  temas  a discutirse  se  han  seleccionado  los  de  más  relevancia  en  la 
práctica  diaria,  como.  Enfermedad  Coronaria,  Muerte  Súbita,  Hipertensión  Arterial, 
Marcapasos,  Arritmias  y Agentes  Antiarrítmicos,  Farmacoterapia  Cardiovascular, 
Enfermedades  Valvulares,  Fallo  Cardiaco,  Enfermedades  Congénitas,  y otras  enfer- 
medades con  que  comúnmente  se  confronta  el  médico  en  su  práctica  diaria. 

Este  evento  científico  ha  sido  diseñado  de  tal  manera  para  que  sea  de  utilidad  para 
Cardiólogos,  Internistas,  Cirujanos  Cardiovasculares,  Médicos  de  Familia  y 
Generalistas. 

Gracias  a los  patrocinadores,  esta  actividad  educativa  se  ofrecerá  a un  precio 
módico  para  que  se  beneficie  el  mayor  número  de  médicos  de  la  comunidad.  Los 
asistentes  al  curso  recibirán  20  horas  crédito  en  Categoría  I. 

Próximamente  recibirán  más  información  sobre  esta  histórica  actividad,  espera- 
mos reserven  la  fecha  en  su  calendario. 


k'c'  - Mp 

; JUAN  M.  ARANDA,  M.D. 

' Preadente 

Sociedad  Puertorriqueña  de  Cardioloría 

CARLOS  E.  GIROD,  M.D. 

Preódente 

Aaociación  Puertorriqueña  del  Corazón 

<C  ■ ^ 

GERMAN  MALARET.  M.D. 

Preadente 

Colegio  Americano  de  Cardiología 
Capítulo  de  Puerto  Rico 

JORGE  ORTEGA-GIL,  M.D. 

Director 

Educación  Médica  Continuada 
Escuela  de  Medicina,  U.P.R. 


/ ^ ^ -O 

MARIO  R.  GARCIA-PALMIERI,  M.D. 
Presidente 

Sociedad  Interamericana  de  Cardiología 


ESTEBAN  LINARES,  M.D. 

Presidente 

Comité  Científico 


^ y'—  ^ ^ 

AGUSTIN  MUNOZ,  M.D. 


P. 


Presidente  Electo 

Sociedad  Puertorriqueña  de  Cardiologík 


HECTOR  RODRIGUEZ  ESTAPE,  M.D. 
Presidente 

Asociación  Cardiovascular  del  Sur 


Bactrim 

[trimethoprim  and  sulfamethoxazole/Roche] 

succeeds 


Expanding 
> usefulness 
antimicrobial 
therapy 


Bactrim  is  useful  for 

the  following  infec-  ^ ^ 

¡0  suscSblr  its  usefulness  in 

strains  of  indi- 
cated organisms 
(see  indications  section 
in  summary  of  product 
information): 


in  recurrent 
UTI... 

a continuing  record 
of  high  clinical 
effectiveness 
against  common 
uropathogens 


in  acute 
otitis  media 
in  children... 

effective  against 
both  major  otic 
pathogens,  .with 
b.i.d.  convenience 


in  acute  ex- 
acerbations 
of  chronic 
bronchitis 
in  adults... 

clears  the  sputum 
and  lowers  its 
volume. . on  b.i.d. 
dosage 


BACTRIM-  (trimethoprim  and  sulfamethoxazole/Roche) 

Before  prescribing,  please  consult  complete  product  Information,  a summary  of 
which  followa: 

Indications  and  Usage:  For  the  treatment  of  urinary  tract  Infections  due  to  suscep- 
tible strains  of  the  following  organisms:  Escherichia  coll,  Klebslella-Enterobacter, 
Proteus  mirabllls,  Proteus  vulgaris,  Proteus  morganll.  It  Is  recommended  that  Initial 
episodes  of  uncomplicated  urinary  tract  Infections  be  treated  with  a single  effec- 
tive antibacterial  agent  rather  than  the  combination.  Note  The  increasing  frequency 
of  resistant  organisms  limits  the  usefulness  of  all  antibacterials,  especially  in  these  uri- 
nary tract  infections 

For  acute  otitis  media  In  children  due  to  susceptible  strains  of  Haemophilus  Influ- 
enzae or  Streptococcus  pneumoniae  when  In  physician's  judgment  It  otters  an 
advantage  over  other  antimicrobials.  To  date,  there  are  limited  data  on  the  safety  of 
repeated  use  of  Bactrim  In  children  under  two  years  of  age.  Bactrim  Is  not  Indi- 
cated for  prophylactic  or  prolonged  administration  In  otitis  media  at  any  age. 

For  acute  exacerbations  of  chronic  bronchitis  In  adults  due  to  susceptible  strains 
of  Haemophilus  Influenzae  or  Streptococcus  pneumoniae  when  In  physician’s  judg- 
ment It  offers  an  advantage  over  a single  antimicrobial  agent. 

For  enteritis  due  to  susceptible  strains  of  Shigella  flexnerl  and  Shigella  sonnel 
when  antibacterial  therapy  is  indicated. 

Also  for  the  treatment  of  documented  Pneumocystis  carinll  pneumonitis. 
Contraindications:  Hypersensitivity  to  trimethoprim  or  sulfonamides;  patients  with  doc- 
umented megaloblastic  anemia  due  to  folate  deficiency,  pregnancy  at  term;  nursing 
mothers  because  sulfonamides  are  excreted  in  human  milk  and  may  cause  kernicterus; 
infants  less  than  2 months  of  age 

Warnings:  BACTRIM  SHOULD  NOT  BE  USED  TO  TREAT  STREPTOCOCCAL 
PHARYNGITIS.  Clinical  studies  show  that  patients  with  group  A ^-hemolytic  streptococ- 
cal tonsillopharyngitis  have  higher  incidence  of  bacferiologic  failure  when  treafed  with 
Bactrim  than  do  those  treated  with  penicillin  Deaths  from  hypersensitivity  reactions, 
agranulocytosis,  aplastic  anemia  and  other  blood  dyscrasias  have  been  associated  with 
sulfonamides  Experience  with  trimethoprim  is  much  more  limited  but  occasional  inter- 
ference with  hematopoiesis  has  been  reported  as  well  as  an  increased  incidence  of 
thrombopenia  with  purpura  in  elderly  patients  on  certain  diuretics,  primarily  thiazides. 
Sore  throat,  fever,  pallor,  purpura  or  jaundice  may  be  early  signs  of  serious  blood  disor- 
ders. Frequent  CBC's  are  recommended;  therapy  should  be  discontinued  if  a signifi- 
cantly reduced  count  of  any  formed  blood  element  is  noted 

Precautions:  General  Use  cautiously  in  patients  with  impaired  renal  or  hepatic  function, 
possible  folate  deficiency,  severe  allergy  or  bronchial  asthma.  In  patients  with  glucose- 
6-phosphate  dehydrogenase  deficiency,  hemolysis,  frequently  dose-related,  may  occur. 
During  therapy,  maintain  adequate  fluid  intake  and  perform  frequent  urinalyses,  with 

careful  microscopic  examinafion.  and  renal  function  tests, 
particularly  where  there  is  impaired  renal  function. 

Bactrim  may  prolong  prothrombin  time  in  those  receiving 
warfarin;  reassess  coagulation  time  when  administering 
Bactrim  to  these  patients. 

Pregnancy.  Teratogenic  Effects:  Pregnancy  Category  C. 
Because  trimethoprim  and  sulfamethoxazole  may  interfere 
with  folic  acid  metabolism,  use  during  pregnancy  only  if 
potential  benefits  justify  the  potential  risk  to  the  fetus. 
Adverse  Reactions:  All  major  reactions  to  sulfonamides 
and  trimethoprim  are  included,  even  if  not  reported  with 
Bactrim  Blood  dyscrasias:  Agranulocytosis,  aplastic  ane- 
mia. megaloblastic  anemia,  thrombopenia.  leukopenia, 
hemolytic  anemia,  purpura,  hypoprothrombinemia  and 
methemoglobinemia  Allergic  reactions:  Erythema  multi- 
forme, Stevens-Johnson  syndrome,  generalized  skin 
eruptions,  epidermal  necrolysis,  urticaria,  serum  sickness, 
pruritus,  exfoliative  dermatitis,  anaphylactoid  reactions, 
periorbital  edema,  conjunctival  and  scleral  injection, 
photosensitization,  arthralgia  and  allergic  myocarditis. 
Gastrointestinal  reactions.  Glossitis,  stomatitis,  nausea, 
emesis,  abdominal  pains,  hepatitis,  diarrhea,  pseudo- 
membranous colitis  and  pancreatitis  CNS  reactions: 
Headache,  peripheral  neuritis,  mental  depression,  convulsions,  ataxia,  hallucinations, 
tinnitus,  vertigo,  insomnia,  apathy,  fatigue,  muscle  weakness  and  nervousness.  Miscel- 
laneous reactions.  Drug  fever,  chills,  toxic  nephrosis  with  oliguria  and  anuria,  periarteritis 
nodosa  and  L.E  phenomenon  Due  to  certain  chemical  similarities  to  some  goitrogens, 
diuretics  (acetazolamide,  thiazides)  and  oral  hypoglycemic  agents,  sulfonamides  have 
caused  rare  instances  of  goiter  production,  diuresis  and  hypoglycemia  in  patients; 
cross-sensitivity  with  these  agents  may  exist  In  rats,  long-term  therapy  with  sulfon- 
amides has  produced  thyroid  malignancies 

Dosage:  Not  recommended  for  Infants  less  than  two  months  of  age. 

URINARY  TRACT  INFECTIONS  AND  SHIGELLOSIS  IN  ADULTS  AND  CHILDREN,  AND 
ACUTE  OTITIS  MEDIA  IN  CHILDREN: 


in  shigellosis... 

faster  relief  of 
diarrhea  than  with 
ampicillin^ 


Adults.  Usual  adult  dosage  for  urinary  tract  infections — 1 DS  tablet  (double  strength), 

2 tablets  (single  strength)  or  4 teasp.  (20  ml)  b.i.d  for  10-14  days.  Use  identical  daily 
dosage  for  5 days  for  shigellosis. 

Children:  Recommended  dosage  for  children  with  urinary  tract  infections  or  acute  otitis 
media — 8 mg/kg  trimethoprim  and  40  mg/kg  sulfamethoxazole  per  24  hours,  in  two 
divided  doses  for  10  days.  Use  identical  daily  dosage  for  5 days  for  shigellosis. 

For  patients  with  renal  impairment:  Use  recommended  dosage  regimen  when  creatinine 
clearance  is  above  30  ml/min.  If  creatinine  clearance  is  between  15  and  30  ml/min,  use 
one-half  the  usual  regimen.  Bactrim  is  not  recommended  if  creatinine  clearance  is  below 
15  ml/min. 

ACUTE  EXACERBATIONS  OF  CHRONIC  BRONCHITIS  IN  ADULTS: 

Usual  adult  dosage  1 DS  tablet  (double  strength),  2 tablets  (single  strength)  or  4 teasp, 
(20  ml)  b.i.d,  for  14  days 
PNEUMOCYSTIS  CARINII  PNEUMONITIS: 

Recommended  dosage:  20  mg/kg  trimethoprim  and  100  mg/kg  sulfamethoxazole  per  24 
hours  in  equal  doses  every  6 hours  for  14  days.  See  complete  product  information  for 
suggested  children's  dosage  table. 

Supplied:  Double  Strength  (DS)  tablets,  each  containing  160  mg  trimethoprim  and 
800  mg  sulfamethoxazole,  bottles  of  100;  Tel-E-Dose®  packages  of  100;  Prescription  Paks 
of  20  and  28  Tablets,  each  containing  80  mg  trimethoprim  and  400  mg  sulfameth- 
oxazole— bottles  of  100  and  500;  Tel-E-Dose®  packages  of  100;  Prescription  Paks  of  40, 
Pediatric  Suspension,  containing  40  mg  trimethoprim  and  200  mg  sulfamethoxazole  per 
teaspoonful  (5  ml);  cherry  flavored — botfles  of  100  ml  and  16  oz  (1  pint).  Suspension, 
containing  40  mg  trimethoprim  and  200  mg  sulfamethoxazole  per  teaspoonful  (5  ml); 
fruit-licorice  flavored — bottles  of  16  oz  (1  pint). 


ROCHE  LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc, 
Nutley,  New  Jersey  07110 


Bactrim 

succeeds 

in  recurrent  urinary^  tract  infections* 


from  site  to  source 

Bactrim  continues  to  demonstrate  high  clinical  effec- 
tiveness in  recurrent  urinary  tract  infections.  Bactrim 
reaches  effective  levels  in  urine,  serum,  and  renal 
tissue' . , .the  trimethoprim  component  diffuses  into 
vaginal  secretions  in  bactericidal  concentrations’... 
and  in  the  fecal  flora,  Bactrim  effectively  suppress'' 
Enterobacteriaceae'^  with  little  resulting  emergenc 
of  resistant  organisms. 

1.  Rubin  RH.  Swartz  MN:  N Engl  J Med  303  426-432.  Aug  21 . 1980  2.  Data  on  fl 
Medical  Department,  Hoffmann-La  Roche  Inc. 


Bactrim  DS 

160  mg  trimethoprim  and  800  mg  sulfamethoxazole 

DOUBLE  STRENGTH  TABLETS 


TI:E  FR.'.NhIS  A.  nO'NTWAY 
LISR.'  EY  of  MEL  I INE 
10  GHATT'CK  .>teet 

BOSTON,  MASS.  0211 5 


maximizes  results  with  lil.D.  convenience 


* due  to  susceptible  strains  of  indicated  organisms 


Please  see  previous  page  for  summary  of  product  information. 
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THE  PATIENT  THINKS 
HE  HAS  HEART  TROUBLE... 


U KNOW  IT  S REALLY 
X1ETY  SYMPTOMS 


resenting  symptoms:  palpitations,  chest  pain, 
ronic  exhaustion  and  occasional  difficulties  in  breathing. 
Ipood  reason  for  concern.  A complete  workup  uncovers  no 
Organic  dysfunction,  but  it  does  reveal  excessively  high 
"evels  of  anxiety  and  apprehension. 


Fbr  rapid  relief  you  prescribe 
Valium  (diazepam/Roche) 

At  times  like  this.  Valium  (diazepam/Roche)  can  be  a 
potent  therapeutic  ally.  It  works  promptly.  Within  just  a few 
hours,  the  patient  begins  to  feel  calmer.  And  in  a few 'days, 
anxiety  relief  not  only  becomes  more  pronounced  but  a 
noticeable  reduction  in  anxiety-generated  somatic  symp- 
toms also  occurs: 

Equally  important*  Valium  is  generally  well  tolerated. 
Side  reactions  more  serious  than  drowsiness,  ataxia  and 
fatigue  are  rare.  Ratients  should,  of  course,  be  cautioned 
against  driving  or  drinWng  alcohol  while  on  Valium  therapy. 
Periodic  reassesa^nt  of  the  need  for  antianxiety  medica- 
tion should  also^<  ^ ' 

im 


tecrf  product  information  on  the  following  page. 


VAUUM'^(diazepam/Roche) 

Before  prescribing,  please  consult  complete  product 
Information,  a summary  of  which  follows: 

Indications:  Management  of  anxiety  disorders,  or  short- 
term relief  of  symptoms  of  anxiety.  Anxiety  or  tension 
associated  with  the  stress  of  everyday  life  usually  does 
not  require  treatment  with  an  anxiolytic.  Symptomatic 
relief  of  acute  agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  withdrawal;  ad- 
junctively  in  skeletal  muscle  spasm  due  to  reflex  spasm 
to  local  pathology;  spasticity  caused  by  upper  motor 
neuron  disorders;  athetosis,  stiff-man  syndrome;  con- 
vulsive disorders  (not  for  sole  therapy). 

The  effectiveness  of  Valium  (diazepam/Roche)  in  long- 
term use.  that  is.  more  than  4 months,  has  not  been 
assessed  by  systematic  clinical  studies  The  physician 
should  periodically  reassess  the  usefulness  of  the  drug 
tor  the  individual  patient. 

Contraindicated:  Known  hypersensitivity  to  the  drug. 
Children  under  6 months  of  age.  Acute  narrow  angle 
glaucoma,  may  be  used  in  patients  with  open  angle 
glaucoma  who  are  receiving  appropriate  therapy. 
Warnings:  Not  of  value  in  psychotic  patients.  Caution 
against  hazardous  occupations  requiring  complete 
mental  alertness  When  used  adjunctively  in  convulsive 
disorders,  possibility  of  increase  in  frequency  and/or 
severity  of  grand  mal  seizures  may  require  increased 
dosage  of  standard  anticonvulsant  medication;  abrupt 
withdrawal  may  be  associated  with  temporary  increase 
in  frequency  and/or  severity  of  seizures  Advise  against 
simultaneous  ingestion  of  alcohol  and  other  CNS  de- 
pressants Withdrawal  symptoms  similar  to  those  with 
barbiturates  and  alcohol  have  been  observed  with 
abrupt  discontinuation,  usually  limited  to  extended  use 
and  excessive  doses  Infrequently,  milder  withdrawal 
symptoms  have  been  reported  following  abrupt  dis- 
continuation of  benzodiazepines  after  continuous 
use.  generally  at  higher  therapeutic  levels,  for  at  least 
several  months  After  extended  therapy,  gradually  taper 
dosage.  Keep  addiction-prone  individuals  under  careful 
surveillance  because  of  their  predisposition  to  habitua- 
tion and  dependence. 

Usage  In  Pregnancy:  Use  of  minor  tran- 
quilizers during  first  trimester  should  almost 
always  be  avoided  because  of  Increased  risk 
of  congenital  malformations  as  suggested  In 
several  studies.  Consider  possibility  of  preg- 
nancy when  Instituting  therapy:  advise 
patients  to  discuss  therapy  If  they  Intend  to 
or  do  become  pregnant. 

Precautions:  If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of 
agents  employed;  drugs  such  as  phenothiazines,  nar- 
cotics. barbiturates.  MAO  inhibitors  and  other  antide- 
pressants may  potentiate  its  action.  Usual  precautions 
indicated  in  patients  severely  depressed,  or  with  latent 
depression,  or  with  suicidal  tendencies.  Observe 
usual  precautions  in  impaired  renal  or  hepatic  function. 
Limit  dosage  to  smallest  effective  amount  in  elderly 
and  debilitated  to  preclude  ataxia  or  oversedation. 

The  clearance  of  Valium  and  certain  other  benzodiaz- 
epines can  be  delayed  in  association  with  Tagamet 
(cimetidine)  administration.  The  clinical  significance 
of  this  is  unclear 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypoten- 
sion. changes  in  libido,  nausea,  fatigue,  depression, 
dysarthria,  jaundice,  skin  rash,  ataxia,  constipation, 
headache,  incontinence,  changes  in  salivation,  slurred 
speech,  tremor,  vertigo,  urinary  retention,  blurred  vision. 
Paradoxical  reactions  such  as  acute  hyperexcited 
states,  anxiety,  hallucinations,  increased  muscle  spas- 
ticity. insomnia,  rage,  sleep  disturbances,  stimulation 
have  been  reported;  should  these  occur,  discontinue 
drug.  Isolated  reports  of  neutropenia,  jaundice;  periodic 
blood  counts  and  liver  function  tests  advisable  during 
long-term  therapy. 

Dosage:  Individualize  for  maximum  beneficial  effect. 
Adults:  Anxiety  disorders,  symptoms  of  anxiety,  2 to  10 
mg  b i d.  to  q.i  d.;  alcoholism.  10  mg  t.i.d.  or  q.i.d.  in 
first  24  hours,  then  5 mg  t.i.d.  or  q.i.d.  as  needed, 
adjunctively  in  skeletal  muscle  spasm.  2 to  10  mg  t.i.d. 
or  q i d ; adjunctively  in  convulsive  disorders,  2 to  10  mg 
b i d.  to  q i d.  Geriatric  or  debilitated  patients:  2 to  2W 
mg.  1 or  2 times  daily  initially,  increasing  as  needed  and 
tolerated.  (See  Precautions.)  Children:  1 to  2’/!j  mg  t.i.d. 
or  q.i.d.  initially,  increasing  as  needed  and  tolerated  (not 
(or  use  under  6 months). 

How  Supplied:  For  oral  administration.  Valium  scored 
tablets — 2 mg,  white;  5 mg.  yellow;  10  mg.  blue — 
bottles  of  100*  and  500;*  Prescription  Paks  of  50, 
available  in  trays  of  10  * Tel-E-Dose*  packages  of  100, 
available  in  trays  of  4 reverse-numbered  boxes  of  25, t 
and  in  boxes  containing  10  strips  of  lO.t 
•Supplied  by  Roche  Products  Inc.,  Manati,  Puerto 
Rico  00701 

tSupplied  by  Roche  Laboratories.  Division  of 
Hoffmann-La  Roche  Inc.,  Nutley,  New  Jersey  07110 
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COLUMNA 
DEL  EDITOR 


En  este  número  le  brindamos  a nuestros  lectores  las 
recomendaciones  de  un  Comité  designado  por  la  Aso- 
ciación Médica  de  Puerto  Rico  para  estudiar  los  efectos  de 
los  eventos  de  Maratón  en  la  Isla.  Esta  acción  tomada  por 
iniciativa  de  nuestra  Asociación  responde  a su  misión  de 
supervisar  y estudiar  toda  actividad  que  pueda  afectar  la 
salud  de  la  comunidad.  Estas  recomendaciones  tienen  el 
endoso  de  la  Sección  de  Cardiología  de  la  Asociación 
Médica  de  Puerto  Rico,  la  Asociación  Puertorriqueña  del 
Corazón,  el  Comité  de  Fondismo,  la  Federación  de  Atle- 
tismo Aficionado  de  Puerto  Rico,  y la  Clínica  de  Medicina 
Deportiva  de  San  Juan.  Las  recomendaciones  han  sido 
redactadas  de  una  forma  sencilla  y concisa  lo  que  asegura  el 
claro  entendimiento  de  las  mismas  sin  necesidad  de  poseer 
conocimientos  especializados  sobre  la  materia.  La  utilidad 
de  dichas  recomendaciones  es  amplia  y las  mismas  deben 
adoptarse  como  norma  en  la  celebración  de  las  carreras  de 
maratón  y como  requisito  para  el  sancionamiento  oficial  del 
evento. 

El  cuestionario  sobre  el  Boletín  que  se  repartió  durante 
las  sesiones  científicas  de  nuestra  convención  anual  fue 
devuelto  contestado  por  65  personas,  algo  que  de -por  sí 
constituye  un  logro.  Previo  al  análisis  de  las  contestaciones 
podemos  adelantar  que  un  90%  de  los  encuestados  lee  el 
Boletín  siempre  o casi  siempre.  Los  restantes,  que  lo  leen 
ocasionalmente,  con  la  excepción  de  dos  casos  tienen  50 
años  o más,  y creen  que  se  debe  mejorar  aunque  no  hacen 
sugerencias  concretas  al  respecto.  La  Junta  Editora  se  siente 
muy  satisfecha  con  los  resultados  de  la  encuesta  y los  comen- 
tarios positivos  sobre  el  Boletín,  muchos  más  lo  están 
leyendo;  y algunos  hasta  lo  guardan.  Con  estos  últimos 
compañeros  en  mente  a partir  del  número  correspondiente 
al  mes  de  octubre  el  Boletín  estará  identificado  en  el  “lomo” 
con  el  volumen,  número  y páginas  que  comprende.  Creemos 
que  esta  es  otra  forma  de  destacar  la  revista  en  las  bibliotecas 
y escritorios  de  nuestros  médicos. 


Rafael  Villavicencio 

Presidente,  Junta  Editora 

Boletín  Asociación  Médica  de  Puerto  Rico 
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NUESTRA  PORTADA: 

Logos  de  los  eventos  de  pista  que  es  parte  de  una  serie  de  carteles  diseña- 
dos por  el  artista  puertorriqueño  Lorenzo  Homar  para  los  VIII  Juegos 
Panamericanos  celebrados  en  San  Juan  de  Puerto  Rico  en  julio  de  1979. 

El  artista  nació  en  Puerta  de  Tierra.  San  Juan,  en  1913.  hijo  de  padres 
mallorquines  quienes  le  fomentaron  el  cultivo  de  las  artes  practicando  desde 
temprana  edad  el  dibujo  y la  pintura. 

Homar  adquiere  su  formación  artistica  en  Nueva  York,  donde  emigró  con 
sus  padres  a la  edad  de  15  años,  pero  a su  regreso  a Puerto  Rico  se  integra 
plenamente  y juega  un  papel  crucial  en  el  desarrollo  de  nuestro  arte.  El  artista 
ocupa  una  posición  sobresaliente  dentro  de  la  historia  de  las  artes  contempo- 
ráneas de  Puerto  Rico  por  la  calidad  de  su  obra  y por  su  rol  de  maestro  de  la 
nueva  generación  de  nuestros  artista  gráficos.  Es  imposible  pensar  en  el  arte 
contemporáneo  de  Puerto  rico  sin  hacer  referencia  a Lorenzo  Homar.  La 
calidad  de  su  obra  ha  creado  unos  estandards  muy  altos  que  sirven  de 
ejemplo  emulativo  a los  artistas  de  la  nueva  generación. 

Es  Homar  una  de  las  más  pretigiosas  figuras  en  el  campo  de  la  bellas  artes 
nacionales.  Domina  numerosas  técnicas  y su  producción  artística  es  muy 
vasta.  Ha  cultivado  el  retrato,  la  caricatura,  la  gráfica,  las  ilustraciones  de 
libros,  el  cartel,  y la  pintura.  En  el  campo  del  diseño  su  producción  es  amplia 
y comprende  desde  el  diseño  de  joyas  hasta  escenografía,  vestuario  y 
medallas. 
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Varios  estudios  epidemiológicos  han  sugerido  que  la 
actividad  física  vigorosa  puede  disminuir  la  morta- 
lidad por  enfermedad  coronaria  arterioesclerótica.*  Al  pre- 
sente este  concepto  se  ha  popularizado  y numerosas 
personas  de  todas  las  edades  están  participando  activamente 
en  este  tipo  de  actividad  física. 

Thompson  y colaboradores^  recientemente  reportaron 
18  muertes  durante  actividades  físicas  vigorosas,  llevadas  a 
cabo  por  personas  adultas  (mayores  de  40  años).  Trece  de 
ellas  fueron  resultados  de  enfermedad  arterioesclerótica 
coronaria  y ocurrieron  durante  actividades  físicas  vigorosas 
no  competitivas.  Seis  de  los  trece  pacientes  con  enfermedad 
coronaria  tenían  historial  médico  pertinente,  incluyendo 
cuatro  con  hipertensión,  los  otros  siete  estaban  completa- 
mente asintomáticos.  Catorce  de  los  1 8 pacientes  se  ejercita- 
ban regularmente  en  el  año  que  precedió  a su  muerte  y 9 de 
ellos  lo  habían  hecho  por  los  tres  años  anteriores.  Nueve  de 
los  18  pacientes  tenían  electrocardiogramas  recientes  antes 
de  su  muerte,  6de  los  nueve  eran  normales.  Tres  de  4 pruebas 
de  esfuerzo  fueron  adecuadas  y negativas  para  isquemia  o 
anomalías  de  ritmo. 

Este  y otros  estudios^  han  demostrado  que  la  muerte 
súbita  durante  ejercicios  vigorosos  puede  ocurrir  y que  no 
hay  una  manera  definitiva  y segura  de  identificar  sujetos 
asintomáticos  expuestos  a un  alto  riesgo.  El  haber  entrenado 
por  largo  tiempo,  una  constitución  física  adecuada,  trazados 
electrocardiográficos  y prueba  de  esfuerzo  normales,  no 
aseguran  garantías  contra  la  muerte  durante  ejercicios  vigo- 
rosos. Quizás  una  de  las  recomendaciones  más  importantes 
hechas  a los  sujetos  o pacientes  que  llevan  a cabo  ejercicios 
vigorosos  es  prestar  una  adecuada  atención  a cualquier  sin- 
tomatología  cardíaca  (dolor  de  pecho,  palpitaciones,  fatiga) 
que  apareciera  o notaran  en  sus  actividades  diarias.  Este 
grupo  de  síntomas  fue  descrito  en  6 de  los  13  paciéntes 
reportados  por  Thompson.'  ^ 

En  personas  jóvenes  (menores  de  30  años)  las  anomalías 
cardiovasculares  congénitas  son  la  causa  más  frecuente  de 
muerte  durante  ejercicio.^  Marón  y colaboradores  reciente- 
mente reportaron  estudios  clínicos-patológicos  en  29  atletas 
que  murieron  súbitamente  — 24  de  las  29  muertes  ocurrieron 
durante  actividades  físicas  vigorosas.  Las  edades  de  las  vícti- 
mas fluctuaron  entre  los  1 3-30  años:  14  de  las  víctimas  tenían 
cardiomiopatía  hipertrófica,  4 tenían  origen  anómalo  de  la 
arteria  coronaria  izquierda  de  el  seno  de  Valsalva  derecho,  2 
murieron  de  rotura  de  la  aorta,  6 tenían  hipertrofia  primaria 
del  ventrículo  izquierdo.  Solamente  tres  murieron  de  enfer- 
medad coronaria  arterioesclerótica.  La  enfermedad  cardio- 
vascular se  sospechó  antes  de  la  muerte  en  solamente  7 de  los 
29  pacientes  y se  identificó  correctamente  en  2 de  ellos. 
Aunque  es  posible  que  la  mayoría  de  estas  anomalías  congé- 
nitas pudieran  haber  sido  diagnosticadas  en  vida  con  méto- 
dos diagnósticos  no  invasivos,  resultaría  impractico  llevar  a 
cabo  una  evaluación  similar  en  todas  aquellas  personas 
jóvenes  envueltas  en  ejercicios  vigorosos  competitivos.  Es 
interesante  señalar  que  la  enfermedad  valvular  aórtica  o 


mitral,  la  coartación  aórtica  y otras  malformaciones  cardía- 
cas congénitas  o cianótícas  no  se  encontraron  entre  los 
pacientes  reportados  ya  que  estas  condiciones  se  presentan 
clínicamente  con  soplos  sistólicos  fácilmente  detectables  en 
un  examen  de  rutina.  La  identificación  en  forma  tentativa  de 
estas  condiciones  es  motivo  suficiente  para  prohibir  a la 
persona  de  participar  en  este  tipo  de  actividad. 

El  ataque  hipertérmico  es  la  etapa  más  avanzada  de  la 
hipertermia.  Aquí  ha  fallado  el  sistema  de  termoregulación  y 
enfriamiento.  El  ataque  hipertérmico  puede  afectar  al  com- 
petidor joven,  de  mediana  edad  y en  ocasiones  al  no  compe- 
tidor adulto  participante  en  actividades  vigorosas.  Sin 
embargo,  a diferencia  de  otras  causas  de  muertes  durante  el 
ejercicio,  el  ataque  hipertérmico  afecta  principalmente 
durante  actividades  atléticas  competitivas.  La  mayoría  de 
los  corredores  de  maratón  no  se  entrenan  o corren  cuando 
hace  calor  excesivo  excepto  si  hay  una  competencia.  El 
participar  en  la  competencia  requiere  un  ejercicio  más 
intenso  con  una  producción  mayor  de  calor  metabólico  que 
el  que  se  genera  durante  el  entrenamiento.  Aunque  el  ataque 
hipertérmico  frecuentemente  ocurre  en  competencias  orga- 
nizadas donde  puede  haber  disponible  asistencia  médica,  no 
hay  garantía  que  el  afectado  reciba  ésta  a tiempo  o que  si  la 
recibe,  sea  ésta  efectiva  probablemente  porque  no  se  identi- 
ficó correctamente  el  problema.  La  incidencia  del  ataque 
hipertérmico  va  en  aumento  probablemente  debido  a la 
popularidad  de  competencia  de  carreras  de  piernas.  En  un 
evento  recientemente  celebrado  en  Atlanta  sobre  50  corre- 
dores fueron  hospitalizados  debido  a hipertermia  severa.^ 
Motivado  por  dos  muertes  ocurridas  en  una  actividad 
competitiva  recientemente  celebrada  en  Puerto  Rico,  el 
Comité  Maratón  de  la  Sección  de  Cardiología,  la  Asociación 
Médica  de  P.R.,  la  Clínica  de  Medicina  Deportiva,  el  Comité 
de  Fondismo  de  la  Federación  de  Atletismo  Aficionado  de 
P.R.  y la  Asociación  Puertorriqueña  del  Corazón,  han  hecho 
una  serie  de  recomendaciones  técnicas  y médicas  para  la 
programación  y organización  de  maratones  en  Puerto  Rico. 

Confiamos  en  la  utilidad  médica  de  estas  recomendaciones 
y que  su  aplicación  ayude  a prevenir  accidentes  cardio- 
vasculares durante  estos  eventos  tan  populares  en  el  país. 

Miembros  del  Comité  Maratón 

Juan  M.  Aranda,  M.D.  - Presidente 

Salomón  Monserrate,  M.D. 

Sergio  López,  M.D. 

Esteban  Linares,  M.D. 

Carlos  Arias  Méndez,  M.D. 

Dwight  Santiago,  M.D.  - Asesor 

Miguel  A.  Rivera,  PhD  - Asesor 
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RECOMENDACIONES  MEDICAS  Y 
SUGERENCIAS  GENERALES  PARA  LA 
PROGRAMACION  Y CELEBRACION  DE 
COMPETENCIAS  PEDESTRES  EN  PUERTO  RICO 


Conceptos  Médicos 
Generales  en  la  Evaluación 
Médica  del  Participante  en 
Competencias  Pedestres 

Esteban  I. inares,  M.D. 

Salomón  Monserrale,  M.D. 

Resumen:  La  enfermedad  arterioesclerótica  de  las  arterias 

coronarías  es  la  causa  más  frecuente  de  muertes  relacionadas  al 
ejercicio,  en  una  población  adulta.  En  personas  más  jóvenes,  las 
causas  más  frecuentes  de  muertes  son  debidas  a aquellas  anorma- 
lidades cardiovasculares  congénitas,  tales  como  cardiomiopatía 
hipertrófica  y origen  anómalo  de  la  arteria  coronaría  izquierda. 
El  ataque  hipertérmico  afecta  a ambos  grupos  y ocurre  principal- 
mente durante  actividades  atléticas  competitivas. 

Se  recomienda  que  aquellas  personas  que  planean  empezar 
entrenamiento  con  propósito  de  adquirir  una  mejor  condición 
cardiovascular  igual  que  aquellos  que  lo  hacen  con  propósito  de 
participar  en  competencias  atléticas,  deben  de  ser  sometidos  a un 
riguroso  historial  médico  y examen  general  con  énfasis  en  el 
sistema  cardiovascular.  Las  pruebas  de  tolerancia  al  ejercicio 
deben  de  ser  utilizadas  solamente  en  un  subgrupo  de  sujetos.  Los 
individuos  de  edad  media  y avanzada  deben  de  ser  advertidos 
sobre  los  posibles  síntomas  prodrómicos  de  la  enfermedad  coro- 
naria y la  importancia  de  buscar  atención  médica  prontamente. 

Otras  condiciones  médicas,  con  potencial  de  complicaciones 
durante  actividad  física  prolongada  deben  de  ser  referidas  al 
especialista.  El  Comité  reconoce  que  estas  recomendaciones  son 
generales  y pueden  no  aplicar  a un  sujeto  en  particular  y que 
debido  a lo  impredecible  de  la  enfermedad  arterioesclerótica  del 
corazón,  la  muerte  por  infarto  del  miocardio  puede  ocurrir  a 
pesar  de  un  examen  médico  riguroso.  Afortunadamente,  estudios 
recientes  demuestran  que  esto  ocurre  raramente. 

El  Comité  reconoce,  que  el  haber  obtenido  un  certificado 
médico  de  buena  salud  antes  de  competir  en  carreras 
de  larga  distancia,  no  excluye  que  el  atleta  en  cuestión  tenga 
complicaciones  médicas  durante  o después  de  la  competen- 
cia. No  obstante,  el  examen  médico  sí  pretende  identificar 
aquellas  condiciones  que  se  sabe  predisponen  a que  la  inci- 
dencia de  complicaciones  sea  más  alta,  en  especial  aquellas 
que  pueden  poner  en  peligro  la  vida  del  atleta.  Es  en  este 
espíritu,  que  el  Comité  de  Maratón  de  la  Asociación  Médica 
de  Puerto  Rico  se  reunió  para  proponer  unas  guías  médicas 
generales  para  uso  de  las  entidades  deportivas  del  país  en 
particular  a aquellos  que  tienen  que  ver  con  competencias  de 
eventos  de  larga  distancia. 

Enfermedades  Cardiovasculares 

1.  Enfermedad  Arterioesclerótica  del  Corazón 

La  enfermedad  arterioesclerótica  del  corazón  es  la  causa 
más  frecuente  de  muertes  relacionadas  al  ejercicio  en  los 


adultos.'  ^ En  un  estudio  de  personas  jóvenes,  (edades  com- 
prendidas desde  13-30)  la  causa  más  frecuente  de  muerte  fue 
la  cardiomiopatía  hipertrófica.''  Los  corredores  del  maratón 
y también  aquellos  que  entrenan  para  correr  distancias  lar- 
gas (10  Km  o más)  no  están  protejidos  de  sufrir  de  enferme- 
dad arterioesclerótica  del  corazón.  De  hecho,  en  una 
revisión  de  los  reportes  de  causas  de  muertes  en  43  trotado- 
res y 14  corredores  de  maratón,  todos  ellos  varones  entre  las 
edades  de  24  a 57  años,  la  enfermedad  arterioesclerótica  del 
corazón  fue  la  causa  más  frecuente  de  muerte,  ocurriendo  en 
44  (77%).^ 

Es  importante  que  el  médico  que  examine  a un  sujeto  que 
quiera  empezar  a hacer  ejercicios  regularmente,  trate  de 
descubrir  las  razones  que  lo  inducen  a ello,  pues  muchas 
personas  empiezan  a ejercitarse  solamente  después  de  la 
aparición  reciente  de  síntomas.  Todas  las  personas  que  pla- 
nean empezar  a ejercitarse,  deben  de  ser  sometidas  a un 
examen  cardiovascular  cuidadoso,  y la  prueba  de  esfuerzo 
debe  de  ser  reservada  para  subgrupos  selectos.  Es  la  opinión 
de  Thompson*  (con  la  cual  coincidimos)  de  que  sujetos 
asintomáticos  con  factores  de  riesgo  para  padecer  de  enfer- 
medad coronaria  tales  como  fumadores,  hipertensos,  diabé- 
ticos y personas  con  colesterol  sérico  elevado  si  tienen  más 
de  45  años  y 2 o más  factores  de  riesgo  o si  están  en  las  edades 
entre  35  y 45  años  y tienen  3 factores  de  riesgo,  deben  de  ser 
sometidos  a prueba  de  tolerancia  en  ejercicio,  pues  es  en  este 
subgrupo  de  pacientes  asintomáticos,  donde  esta  prueba 
adquiere  cierto  valor  predictivo.  Otros  factores  adicionales 
tales  como  obesidad,  historial  familiar  de  enfermedades 
coronarias,  triglicéridos  séricos  elevados  con  la  actividad 
física  son  considerados  de  igual  forma  factores  de  riesgo. 

A pesar  de  que  el  riesgo  de  trotar  es  bajo,  encontrándose 
que  la  incidencia  de  muerte  entre  trotadores  varones,  cuyas 
edades  fluctuaban  entre  30  a 64  años,  fue  de  una  muerte  por 
cada  7,620  trotadores  por  año,  o aproximadamente  una 
muerte  por  396,000  horas  de  trotar/hombre, ^ ciertamente 
aumenta  con  la  presencia  de  enfermedad  coronaria  oculta  o 
diagnosticada.  El  rol  del  médico,  por  lo  tanto,  al  evaluar 
personas  que  van  a iniciar  programas  de  ejercicio  (trotar, 
entrenamiento  para  carreras  de  estámina,)  es  separar  aque- 
llos que  están  a un  riesgo  aumentado,  de  aquellos  que  no  lo 
están.  Es  bueno  señalar  que  a pesar  de  que  hay  artículos  que 
han  enfatizado  el  valor  de  un  examen  físico  cuidadoso,^  el 
estudio  de  Thompson,^  no  fue  muy  alentador  al  particular. 
Todos  excepto  3 de  las  1 3 víctimas  de  enfermedad  coronaria 
habían  visitado  un  médico  durante  el  año  que  precedió  su 
muerte.  Solamente  un  médico  recomendó  no  continuar  con 
el  ejercicio  después  de  los  estudios  correspondientes  (un 
scintigrama  de  perfusión  miocardia  anormal).  Se  hizo 
prueba  de  esfuerzo  en  4 sujetos  y se  pensó  que  había  sido 
normal  en  3 y equívoca  en  uno.  Entre  los  pacientes  del  Dr. 
Thompson,  que  murieron  debido  a enfermedad  coronaria 
durante  el  ejercicio,  6 tenían  historial  médico  relevante  al 
sistema  cardiovascular,  pero  solamente  en  1 se  había  diag- 
nosticado enfermedad  coronaria. 

Sin  embargo,  creemos  es  importante  un  examen  cardíaco 
cuidadoso,  el  cual  determinará  que  pruebas  adicionales 
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serán  necesarias.  La  prueba  de  esfuerzo  no  se  requiere  en 
personas  asintomáticas  sin  factores  de  riesgo,  lo  cual  incluye 
la  gran  mayoría  de  los  sujetos  que  participan  en  competencias. 

La  clase  médica  debe  de  estar  consciente  de  que  es  erróneo 
creer  que  una  condición  física  superior  y enfermedad  corona- 
ria no  pueden  coexistir  y debemos  de  ser  cuidadosos  en  no 
subestimar  los  posibles  síntomas  prodrómicos  de  enferme- 
dad coronaria  en  adultos  que  se  ejercitan  regularmente. 
Quizá  esto  haga  posible  que  las  muertes  relacionadas  al  ejerci- 
cio se  reduzcan  aún  más. 

Es  bueno  señalar  también  que  la  actividad  intensa  súbita 
sin  un  calentamiento  adecuado;  al  hacer  esfuerzo  máximo; 
padecer  de  enfermedad  infecciosa  aguda  y el  fumar  antes  de 
hacer  ejercicio,  parecen  aumentar  el  riesgo  de  muerte  súbita 
al  igual  que,  también  se  ha  reportado  muerte  súbita  durante  y 
después  de  baños  de  sauna. ^ 

Finalmente,  es  bueno  que  entendamos  que  aunque  es 
cierto  que  la  inactividad  física  es  un  factor  de  riesgo  para  el 
desarrollo  de  la  enfermedad  arterioesclerótica  del  corazón, 
no  hay  evidencia  definitiva  de  que  el  ejercicio  por  sí  solo 
ofrece  “protección”.  Además,  existe  muy  poca  evidencia  de 
que  la  actividad  física  altera  la  historia  natural  de  esa  enfer- 
medad o de  que  se  altere  el  estado  de  la  circulación  coronaria 
una  vez  la  enfermedad  arterioesclerótica  de  las  coronarias 
está  establecida. 

Queremos  enfatizar  también,  y esto  debe  de  ser  entendido 
tanto  por  el  médico  como  por  el  paciente,  de  que  una  prueba 
de  esfuerzo  negativa,  no  descarta  la  posibilidad  de  la  presen- 
cia de  enfermedad  coronaria  y por  lo  tanto,  todo  ejercitante, 
que  desarrolle  nuevos  síntomas  tales  como  fatiga  extrema  y 
molestias  del  pecho,  pueden  ser  representativas  de  la  presen- 
cia de  enfermedad  coronaria,  aún  habiendo  tenido  una 
prueba  de  esfuerzo  negativo  en  el  pasado  reciente. 

2.  Hipertensión  Arterial 

No  es  recomendable  el  que  un  paciente  hipertenso  parti- 
cipe en  competencias  de  carreras  de  larga  distancia.*  Allman 
recomienda  que  individuos  con  presiones  diastólicas  persis- 
tentemente entre  100-1 10  mm  Hg.,  deben  de  ser  sometidos  a 
una  evaluación  cardio-renal  cuidadosa.*  Esta  es  también  la 
opinión  de  Apple  y Cantwell’  quienes  recomiendan  en 
pacientes  con  hipertensión  persistente  la  evaluación  para 
identificar  la  etiología  de  la  hipertensión.  Sin  embargo,ellos 
recomiendan  que  si  la  presión  arterial  es  consistentemente 
superior  a 160/100  mm  Hg.,  la  respuesta  al  ejercicio  debe  de 
ser  documentada  mediante  prueba  de  esfuerzo.  Si  la  presión 
sistólica  sube  sobre  250  mm  Hg,  o la  presión  diastólica  sobre 
1 10  mm  Hg,  entonces  debe  de  restringirse  la  actividad  física 
vigorosa  no  supervisada. 

En  aquellos  pacientes  hipertensos,  que  persisten  en  trotar 
es  sumamente  importante  que  si  están  usando  diuréticos 
asegurarse  mediante  exámenes  médicos  y análisis  de  labora- 
torio periódicos  de  no  estar  hipokalémicos  o con  reservas 
bajas  de  sodio  y agua,  especialmente  durante  periodos  de 
ejercicio  durante  los  meses  de  verano.  Aquellos  que  estén 
usando  agentes  beta  bloqueadores,  como  parte  del  trata- 
miento antihipertensivo,  es  importante  reconocer  que  ellos 
tienen  alterada  la  respuesta  normal  al  ejercicio'®  (aumento  de 
frecuencia  cardíaca  y de  presión  arterial)  y que  además  el  uso 
de  estos  agentes  puede  dar  lugar  a hiperkalemia  durante  el 
ejercicio  y bloqueo  de  la  utilización  de  los  ácidos  grasos  libres 
durante  el  esfuerzo.  En  pacientes  hipertensos,  cuya  presión 
está  controlada  con  medicamento  se  recomienda  una  prueba 
de  esfuerzo  para  evaluar  objetivamente  la  respuesta  de  la 


presión  diastólica  durante  el  ejercicio. 

3.  Prolapso  de  Válvula  Mitral 

Es  otra  condición  relativamente  frecuente  en  jóvenes, 
especialmente  en  mujeres  que  necesita  evaluación  especial  es 
el  prolapso  idiopático  de  la  válvula  mitral.  Usualmente  es  una 
entidad  benigna  y muy  rara  vez,  puede  ser  causa  de  muerte 
súbita  (relacionada  o no  al  ejercicio).  En  pacientes  sintomáti- 
cos, se  debe  de  hacer  una  evaluación  mediante  prueba  de 
esfuerzo  y rastreo  constante  electrocardiográfico  de  24  horas 
(prueba  de  Holter)  para  identificar  el  pequeño  grupo  de 
sujetos  con  esta  condición  que  están  a alto  riesgo  de  muerte 
súbita  debido  a complicaciones  arrítmicas  y que  deben  de 
abstenerse  del  ejercicio  vigoroso. 

Finalmente  debemos  tener  en  cuenta  la  entidad  conocida 
como  Corazón  de  Atleta,  la  cual  puede  ser  confundida  con 
enfermedad  cardíaca,  especialmente  por  médicos  no  familiari- 
zados con  esta  entidad.  Esta  entidad  está  caracterizada  por 
bradicardia  sinusal,  un  soplo  eyectivo  en  el  foco  aórtico  o 
pulmonar  y la  presencia  de  un  tercer  y cuarto  sonido.  El 
trazado  electrocardiográfico  puede  demostrar  voltaje  aumen- 
tado del  complejo  QRS  y cambios  de  la  onda  T y el  segmento 
ST.  Esto  se  ilustra  con  el  legendario  maratonista  de  Boston, 
Clarence  de  Mar,  el  cual  se  le  detectó  un  soplo  sistólico  des- 
pués de  haber  completado  su  primer  maratón;  pasaron  8 años 
antes  de  que  él  volviese  a competir  en  ese  evento.  También  fue 
detectado  en  él,  un  sonido  diastólico  (posiblemente  un  sonido 
de  llenado  ventricular),  lo  cual  no  es  infrecuente  en  una  en  una 
persona  joven  de  pecho  estrecho,  y además  corredor  de  largas 
distancias.’ 

Condiciones  crónicas  tales  como  asma  bronquial,  diabetes 
mellitus,  epilepsia  y otras  deben  ser  motivo  de  consulta  con  el 
especialista,  antes  de  que  se  inicien  programas  de  ejercicio. 

Recientemente  el  Dr.  George  Sheehan,"  editor  médico  de 
la  revista  Runner’s  World,  sugiere  que  cada  corredor  de  even- 
tos de  larga  distancia,  debe  de  ser  requerido  de  tener  una 
licencia  para  correr  y que  ésta  fuese  adquirida  una  vez  haya 
pasado  un  examen  escrito  y una  prueba  de  carretera  bajo  la 
supervisión  de  un  corredor  veterano  que  pueda  puntualizar 
errores  y dar  recomendaciones.  La  responsabilidad  de  los 
oficiales  es  el  enseñar  al  corredor  no  informado  y la  de  los 
corredores  el  aprenderlas.  No  son  las  carreras  lo  que  mata  a un 
atleta  sano,  es  la  ignorancia. 
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Factores  Ambientales  en  la 
Organización  de  Carreras 
Pedestres  y Maratones 

Miguel  A.  Rivera,  PhD 
Ramón  L.  Nieves,  M.A. 
Dwight  Sanliago-Pérez,  M.D. 

En  los  últimos  años  en  Puerto  Rico  se  ha  observado  una 
gran  proliferación  de  las  carreras  pedestres  de  sobre 
tres  millas.  En  éstas  participan  un  gran  número  de  corredo- 
res de  distintas  edades,  sexos  y rendimiento  deportivo.  El 
trotrador  en  Puerto  Rico  puede  ser  definido  como  el  corre- 
dor que  no  participa  a un  alto  nivel  de  rendimiento  y que 
usualmente  corre  los  maratones  para  completarlos  o mejo- 
rar su  tiempo  en  una  distancia  específica;  no  espera  llegaren 
los  primeros  puestos,  ya  que  éstos  usualmente  están  domina- 
dos por  los  corredores  de  alto  rendimiento.  La  condición 
física  de  la  mayoría  de  estos  trotadores  es  adecuada  usual- 
mente para  enfrentarse  a una  carrera  pedestre  de  distancias 
intermedias,  tales  como  los  diez  kilómetros,  llamados 
comúnmente  en  Puerto  Rico  maratones. 

En  términos  generales,  un  buen  maratón  es  aquel  en  el 
cual  los  organizadores  logran  armonizar  una  serie  de  facto- 
res ambientales  y físicos  con  las  necesidades  de  los  corredo- 
res. Los  objetivos  son  organizar  un  maratón  para  los 
participantes  y no  un  maratón  para  los  espectadores  y orga- 
nizadores del  mismo.  Para  el  éxito  de  un  maratón  se  deberán 
tomar  en  consideración  los  factores  ambientales,  físicos, 
organizativos  y personales  que  están  envueltos  en  la  activi- 
dad. El  propósito  de  esta  ponencia  es  el  discutir  los  factores 
ambientales  a ser  tomados  en  consideración  durante  la  orga- 
nización de  carreras  pedestres  de  sobre  tres  millas. 

Los  Factores  Ambientales 

En  un  país  tropical  como  Puerto  Rico,  donde  la  hume- 
dad y la  temperatura  ambiental  es  alta  durante  todo  el  año, 
es  inaceptable  el  no  tomar  en  cuenta  estos  factores  en  la 
preparación  de  un  maratón. 

La  hora  de  salida,  la  distancia  y la  ruta  serán  determina- 
das por  la  temperatura  y su  relación  a la  humedad  prevale- 
ciente en  la  época  del  maratón.  Un  buen  maratón  siempre  se 
llevará  a cabo  en  las  horas  más  frescas  del  día,  ya  sea 
temprano  en  la  mañana,  avanzada  la  tarde  o en  la  noche. 
Maratones  cuyas  salidas  se  programan  entre  las  horas  de 
8:00  a.m.  a 5:00  p.m.  son  indicio  de  temperaturas  extremada- 
mente calientes  y,  por  lo  tanto,  potencialmente  peligrosas 
para  los  participantes  sin  importar  su  nivel  de  rendimiento. 

En  Puerto  Rico  la  gran  mayoría  de  los  eventos  de  carre- 
ras de  distancia  se  efectúan  bajo  condiciones  climatológicas 
muy  adversas  para  el  competidor.  La  temperatura  promedio 
durante  estos  eventos  lo  es  de  sobre  32°C  (89.6°F)  y una 
humedad  relativa  promedio  de  70%.  Bajo  estas  condiciones 
muchos  competidores  no  pueden  rendir  carrera,  su  rendi- 
miento máximo  se  ve  afectado  y muchos  sufren  de  síntomas 
de  hipertermia  leve,  tales  como:  falta  de  sudor,  escalofríos  y 
pérdida  de  orientación. 


Si,  además,  tenemos  una  distancia  como  un  maratón  de 
21  kilómetros  o un  maratón  completo  de  42  kilómetros  el 
peligro  aumenta  enormemente.  Las  carreras  de  larga  distan- 
cia imponen  una  gran  demanda  en  el  sistema  regulatorio  de 
la  circulación  y temperatura  del  cuerpo.  La  temperatura 
actual  promedio  del  cuerpo  humano  lo  es  de  37°C  (98.6°F). 
Muchos  estudios  han  informado  temperaturas  rectales  en 
exceso  de  4().5°C  (1()4.9°F),  luego  de  carreras  entre  10  y 42 
kilómetros.  Para  combatir  este  sobre  calentamiento  produ- 
cido por  el  ejercicio  y el  medio  ambiente,  el  competidor  sufre 
grandes  pérdidas  de  sudor,  aproximadamente  0.8  a 1.1 
litros/m^/hr.  Esta  cantidad  de  líquidos  puede  representar 
una  pérdida  de  entre  6-10  por  ciento  del  peso  total  del  atleta. 
El  deshidratarse  en  esta  forma  limita  críticamente  el  conti- 
nuar sudando  e impone  una  gran  demanda  en  el  sistema 
circulatorio,  reduce  la  capacidad  de  trabajo  y expone  al 
competidor  a serios  problemas  de  salud  como  lo  es  la  hiper- 
termia (leve,  con  agotamiento  y ataque  hipertérmico).  Aún 
bajo  condiciones  moderadas  de  calor,  18. 5-21. 3°C,- (65.3- 
70.3°F),  cielo  despejado,  humedad  relativa  entre  49-55%,  el 
riesgo  de  sobrecalentamiento  es  alto  para  la  gran  mayoría  de 
los  competidores.  Esto  no  significa  que  en  distancias  meno- 
res no  haya  peligros,  cualquier  maratón  en  Puerto  Rico  en 
que  la  temperatura  exceda  a los  30°C  (86°F)  es  peligroso 
para  la  salud,  considerando  que  en  Puerto  Rico  la  humedad 
relativa  promedio  anual  es  alta. 

Todo  este  problema  se  agiganta  con  el  furor  existente  en 
la  participación  en  carreras  de  sobre  3 millas  por  persona  de 
edad  avanzada  y adultos  cuya  edad  fluctúa  entre  los  35  y 50 
años,  los  cuales  poseen  menos  tolerancia  al  calor  que  perso- 
nas más  jóvenes.  Haciendo  el  problema  más  grave  tenemos 
evidencia  de  que  la  gran  mayoría  de  los  competidores  care- 
cen de  la  habilidad  de  juzgar  con  certeza  el  volumen  de 
líquidos  que  consumen,  y deben  consumir,  durante  una 
carrera.  Existe  evidencia  que  indica  que  durante  maratones 
olímpicos  muchos  competidores  han  perdido  6. 1 kg  de  peso 
con  un  promedio  de  ingestión  de  líquidos  de  0.14  a 0.35 
litros. 

La  topografía  de  la  ruta  también  es  importante.  Rutas 
trazadas  por  carreteras  abiertas  sin  sombras,  otras  con 
muchas  cuestas,  son  indicio  de  una  ruta  mal  planificada.  En 
el  área  metropolitana  es  importante  que  los  trotadores  evi- 
ten rutas  por  las  avenidas,  ya  que  éstas,  en  su  mayoría,  están 
congestionadas  de  tránsito,  carecen  de  sombra  para  refres- 
carlos y los  niveles  de  contaminación  son  altos. 

Las  rutas  en  las  urbanizaciones  de  área  urbana  general- 
mente son  más  apropiadas  si  tomamos  en  cuenta  factores 
como  el  tránsito  y la  presencia  usual  de  árboles  en  las 
mismas. 

En  un  país  como  Puerto  Rico,  donde  en  la  mayoría  de  los 
maratones  las  condiciones  climatológicas  son  típicas  del 
trópico,  un  buen  maratón  tiene  que  proveer  suficientes  pues- 
tos de  agua  para  permitir  el  adecuado  enfriamiento  de  los 
corredores  en  la  carrera. 

Las  reglas  internacionales  estipulan  que  se  deberán  loca- 
lizar puestos  de  agua  cada  cinco  (5)  kilómetros  y se  podrán 
poner  puestos  de  esponjas  y enfriamiento  entre  estos  pues- 
tos. Estos  reglamentos  deben  ser  interpretados  para  tomar 
en  cuenta  nuestra  realidad  ambiental.  Puestos  de  agua  y 
enfriamiento  cada  (3)  kilómetros  en  un  maratón  debería  ser 
la  norma  de  todo  buen  maratón  en  Puerto  Rico.  Cada  1,600 
metros  en  caso  de  carreras  de  42  kilómetros. 

Al  finalizar  la  carrera  se  deberá  proveer  a los  corredores 
oportunidad  de  enfriamiento,  ya  sea  por  medio  de  agua. 
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hielo  u otras  bebidas  que  permitan  el  pronto  enfriamiento  de 
los  mismos. 

Basado  en  lo  anteriormente  expuesto,  se  recomienda 
que: 

1.  Se  efectúen  las  competencias  en  condiciones  ambienta- 
les ideales,  temprano  en  la  mañana  o en  la  noche  y en  las 
épocas  más  frescas  del  año,  como  en  las  de  enero, 
febrero,  marzo,  octubre,  noviembre  y diciembre. 

2.  Debe  ser  la  responsabilidad  de  los  auspiciadores  de  la 
carrera  el  proveer  soluciones  electrolíticas  hipotónicas  y 
agua  cada  2/12  km.,  preferiblemente  cada  1-6  km. 
(1.600  metros).  Las  soluciones  electrolíticas  hipertóni- 
cas no  son  recomendables. 

3.  Se  debe  estimular  a los  competidores  para  que  ingieran 
líquidos  durante  la  competencia  y que  ingieran  entre 
400-500  mi.  de  líquido  entre  10  y 15  minutos  antes  de  la 
carrera.  El  hidratarse  durante  las  carreras  de  larga  dura- 
ción reduce  la  temperatura  y el  riesgo  de  deshidratación. 


/'aclorcs  Amhicnlulc\  en  la  Orf^anizat  ión  de  Cañ  eras 

4.  Se  debe  educar  a los  atletas  sobre  el  peligro  de  la  hiper- 
termia  y cómo  prevenirla. 

5.  Debe  ser  la  responsabilidad  de  los  organizadores  de  una 
carrera  de  larga  distancia  el  tener  un  equipo  de  especia- 
listas en  emergencias  médico-deportivas  adiestrado 
para  identificar  y tratar  tempranamente  a las  personas 
afectadas. 

6.  Se  debe  competir  con  vestimenta  apropiada,  camisetas 
que  no  retengan  mucha  humedad,  que  sean  de  colores 
claros  y que  permitan  al  competidor  exponer  la  mayor 
parte  de  su  piel  al  medio  ambiente. 

7.  La  temperatura  promedio  en  el  medio  ambiente  de  la 
carrera  no  debe  de  ser  mayor  de  30°C.  (86°F.)  y la 
humedad  relativa  mayor  de  70%. 

Por  temperatura  promedio  entiéndase  el  promedio 
aritmético,  tomando  la  temperatura  y humedad  relativa 
en  la  salida,  llegada,  áreas  soleadas  y áreas  con  sombra  a 
lo  largo  de  la  ruta. 


Fotografía  cortesía  de  Dolores  Mendez-Cashion,  M.D. 


Casa  de  Muda  en  la  Carretera  Militar.  Esta  casa  está  locali- 
zada en  el  centro  de  un  rico  distrito  cafetalero  entre  “Gua- 
naho  ” y Caguas,  industria  ésta  en  la  cual  laboran  casi  todos  los 
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habitantes  del  área.  Se  observa  la  costumbre  española  de 
alojar  el  establo  bajo  las  habitaciones  de  la  familia  (nótese  la 
cara  del  caballo  en  la  puerta). 


HIPERTERMIA 

Dwight  Santiago-Pérez,  M.D. 
Miguel  A.  Rivera,  Ph.D. 

Puerto  Rico  presenta  unas  condiciones  ideales  para  reali- 
za r actividades  deportivas  todo  el  año,  pero  el  calor  y 
la  humedad  tropical  presentan  un  peligro  en  las  competen- 
cias de  larga  duración,  tales  como  carreras  pedestres  y 
ciclismo  de  carretera  o ruta.  El  peligro  de  que  un  competidor 
desarrolle  temperaturas  excesivamente  altas  durante  el 
evento  (“heat  stroke”  o ataque  hipertérmico)  es  un  pro- 
blema que  en  demasiadas  ocasiones  se  le  resta  importancia  o 
sencillamente  se  ignora.  En  Puerto  Rico  actualmente  se  cele- 
bran carreras  de  larga  distancia  en  horas  calurosas  como  las 
10:00  a.m.  o las  2:00  p.m.  y se  organizan  carreras  sin  tener  el 
personal  médico-deportivo  debidamente  adiestrado  en  cómo 
manejar  los  problemas  de  calor. 

Los  músculos  del  humano,  cuya  función  primordial  es 
permitir  el  movimimiento  del  cuerpo,  son  muy  ineficientes  en 
su  trabajo.  Los  músculos  pierden  cerca  de  un  75%  de  su 
energía  en  calor;  es  decir,  que  solo  un  25%  de  las  calorías  que 
se  quemaron  para  producir  energía  son  utilizadas  para  reali- 
zar trabajo  (movimiento)  y el  resto  se  pierde  en  calor.  Este 
calor  se  transporta  a través  del  sistema  circulatorio  a la 
periferia  del  cuerpo  y de  esta  forma  se  elimina  el  exceso  de 
calor.  En  la  piel  el  sudor  se  evapora  enfriando  la  superficie  del 
cuerpo  y de  esta  forma  se  mantiene  la  temperatura  del  cuerpo 
a unos  niveles  que  no  son  peligrosos  para  la  salud.  Este 
sistema  de  autoregulación  de  temperatura  es  controlado  por 
el  hipotálamo  en  el  cerebro,  que  funciona  como  termostato. 

El  problema  surge  cuando  la  utilización  de  los  músculos 
es  tan  intensa  (como  por  ejemplo  un  maratón  pedrestre-26 
millas)  que  se  producen  grandes  cantidades  de  calor,  aumen- 
tando la  temperatura  marcadamente.  Si  el  medio  ambiente  es 
un  día  caluroso  (86°F  o más  (30°C)  se  le  dificulta  gran- 
demente la  difusión  del  calor  del  corredor  al  aire.  Si 
en  adición  la  humedad  del  medio  ambiente  es  alta 
(70%  o más),  el  sudor  que  se  produce  no  se  evapora  y dificulta 
aún  más  el  proceso  de  enfriamiento.  Eventualmente,  la  tem- 
peratura del  cuerpo  sigue  subiendo  de  lo  normal  (98.6°F  - 
37°C)  hasta  (104°F  o 40°C),  o aún  más,  dificultando  los 
procesos  metabólicos  (producción  de  energía)  la  función  de 
algunos  órganos,  (cerebro,  riñón,  corazón),  y limitando  la 
capacidad  de  trabajo  de  los  músculos.  Este  proceso  de  sobre- 
calentamiento es  muy  peligroso  porque  al  pasar  ciertas  eta- 
pas se  va  afectando  no  sólo  el  rendimiento,  sino  que  puede 
ocurrir  algo  más  importante:  el  fallo  de  los  riñones,  el  cerebro 
y otros  órganos.  Este  proceso  puede  terminaren  una  forma 
irreversible,  como  daños  permanentes  a la  salud,  e inclusive 
puede  resultar  fatal. 

Es  importante  señalar  que  el  estrés  producido  por  sobre- 
calentamiento es  mucho  más  probable  cuando  la  tempera- 
tura excede  de  los  86°F  (30°C),  y la  humedad  relativa  es 
mayor  de  70%,  ya  que  el  calor  y la  humedad  se  potencian.  Si 
en  adición  hay  deshidratación  causada  por  tener  que  sudar 
cantiades  excesivas  de  fluido  del  cuerpo  (como  es  usual  en 
carreras  de  larga  distancia),  se  produce  un  déficit  en  el  agua 
corporal  con  la  circulación  sanguínea  reducida.  Esto  causa 
un  fallo  en  el  sistema  de  regulación  de  temperatura.  Nuestra 
experiencia  nos  dice  que  esto  es  un  problema  frecuente  y muy 
grave  en  Puerto  Rico. 


El  estrés  producido  por  el  calentamiento  del  cuerpo  es  un 
proceso  prevenible  y reversible  si  es  que  se  identifica  tempra- 
namente. De  no  ser  así,  puede  producir  daños  permanentes  a 
la  salud  de  un  deportista.  Se  describen  ciertas  etapas  en  este 
proceso  de  sobrecalentamiento  o hipertermia: 

1.  Hipertermia  leve  (“heat  stress”  o “heat  cramps”) 

El  aumento  en  temperatura  puede  producir  problema  a 
nivel  muscular  con  calambres  y/o  sensación  de  cansan- 
cio. El  sistema  nervioso  no  es  afectado  y esta  situación  es 
frecuente  en  actividad  competitiva  de  larga  duración. 

2.  Hipertermia  con  agotamiento  (“heat  exhaustion”) 

Es  un  estado  más  grave  de  hipertermia  dónde  se  produce  el 
cansancio;  la  sensación  de  fatiga  es  mayor  al  punto  de 
que  el  corredor  se  siente  agotado.  Puede  ocurrir  dolor 
abdominal,  naúsea  y vómitos,  mareo,  debilidad,  dolores 
musculares  e inclusive  reducción  en  la  presión  arterial.  Es 
importante  reconocer  al  corredor  en  este  estado,  ya  que  si 
continúa  ejercitándose,  la  temperatura  puede  subir  a tal 
grado  que  le  afecte  el  sistema  nervioso  central  y desarro- 
lle un  ataque  hipertérmico.  En  muchas  ocasiones  el 
corredor  continúa  húmedo  y refrescado  aunque  ya  en 
peligro. 

3.  Ataque  hipertérmico  (“heat  stroke”) 

En  esta  etapa  el  sistema  de  termoregulación  o enfria- 
miento ha  fallado  y las  funciones  del  cuerpo  se  tornan 
ineficientes.  Se  caracteriza  por  cambios  en  el  sistema 
nervioso  tales  como:  dolor  de  cabeza  (usualmente  pulsá- 
til), desbalance,  debilidad  extrema, confusión,  irritabili- 
dad, delirio,  convulsiones,  pérdida  de  conocimiento, 
coma  e inclusive  muerte.  En  este  estado  de  calor  intole- 
rable (temperatura  sobre  las  104°F  (40°C)  y se  ha  docu- 
mentado 108°F  (41.8°C)  rectalmente),  usualmente  la 
persona  se  encuentra  roja,  caliente  con  piloerección 
(“piel  de  gallina”)  y seca  sin  sudor.  Puede  haber  daño  en 
varios  órganos  del  cuerpo  tales  como:  el  hígado  (necro- 
sis), los  intestinos  (diarreas  y vómitos),  fallo  renal  (los 
riñones  dejan  de  filtrar  orina)  o hematuria,  complicacio- 
nes cardiovasculares  (disminución  en  la  presión  arterial, 
arritmias  peligrosas),  destrucción  de  células  musculares, 
problemas  de  coagulación  en  la  sangre  y daño  al  cere- 
bro. Otra  complicación  frecuente  es  el  desbalance  elec- 
trolítico (hipokalemia,  hiponatremia). 

El  sobrecalentamiento  severo  o ataque  hipertérmico  es  el 
mayor  peligro  que  puede  sufrir  un  corredor  y,  por  lo  tanto,  al 
encontrar  en  un  maratón  a un  competidor  que  se  ha  colap- 
sado,  o en  estado  de  inconciencia,  se  debiera  tratar  inmedia- 
tamente como  si  fuera  un  ataque  hipertérmico  ya  que  puede 
salvarle  la  vida. 

El  tratamiento  es  enfriamiento  inmediato.  Se  debe  acos- 
tar a la  persona  fuera  del  sol  o área  caliente,  con  los  pies 
elevados.  Se  debe  eliminar  toda  la  ropa  posible  y comenzara 
enfriarlo  con  toallas  o esponjas  húmedas  con  agua  fría.  Se 
puede  usar  bolsas  de  hielo  e inclusive  inmersión  en  un  baño 
de  agua  con  hielo,  si  es  necesario.  Se  debe  tratar  de  documen- 
tar inmediatamente  la  temperatura  rectal,  ya  que  oralmente 
puede  dar  lecturas  falsas  (todo  servicio  médico  en  un  mara- 
tón debe  tener  varios  termómetros).  Se  le  debe  evaluar  a la 
persona  afectada  los  niveles  de  glucosa  en  sangre,  ya  que 
puede  tener  hipoglucemia  complicando  la  hipertermia.  En  adi- 
ción, es  importante  comenzar  a hidratar  por  vía  oral  o si  es 
necesario  utilizar  líquidos  intravenosos  (glucosa  con  electroli- 
tos). Toda  persona  que  haya  sufrido  un  ataque  hipertérmico 
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debe  hospitalizarse  por  lo  menos  24  ó 48  horas  para  observa- 
ción, ya  que  frecuentemente  el  daño  a los  órganos  se  puede 
manifestar  luego  del  primer  día.  Ante  la  sospecha  de  un 
reciente  ataque  hipertérmico  se  deben  realizar  estudios  de 
laboratorios  exhaustivos  tales  como:  químicas,  orinas  y elec- 
trolitos. El  uso  de  pastillas  de  sal  previa  y durante  la  competen- 
cia no  es  una  forma  efectiva  para  prevenir  la  hipertermia. 

En  la  Clínica  de  Medicina  Deportiva  se  han  documen- 
tado en  los  últimos  tres  años  por  lo  menos  once  casos  de 
ataques  hipertérmicos,  todos  relacionados  con  carreras 
pedestres  de  larga  duración  (10  km.  a 42  km.). 

No  siempre  son  los  corredores  novatos  y fuera  de  condi- 
ción física  óptima,  los  únicos  que  sufren  los  efectos  del  calor. 
Sabemos  de  un  corredor  campeón  nacional  que  sufrió  un 
colapso  faltando  sólo  metros  para  ganar  una  carrera  de  21 
km.  (13  millas).  Había  corrido  excelentemente  y llevaba 
tiempo  para  establecer  una  nueva  marca,  pero  falló  al  no 
beber  líquidos  en  la  ruta  de  la  carrera  y al  deshidratarse 
subrió  un  sobrecalentamiento  excesivo.  Personas  que  vieron 
el  evento  describieron  que  la  desorientación  del  corredor  era 
a tal  grado  que  pasó  por  la  entrada  del  estadio  (la  llegada)  sin 
darse  cuenta  y riéndose.  Estuvo  internado  en  un  hospital  por 
tres  días  con  un  ataque  hipertérmico  (“heat  stroke”). 

La  Clínica  de  Medicina  Deportiva  ha  tenido  mucho 
interés  en  realizar  estudios  sobre  este  problema.  En  1978  se 
estudiaron  los  efectos  del  calor  al  competir  en  el  clásico 
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ciclismo  de  Coamo  y una  semana  luego  el  Maratón  de  San 
Blás.  Antes  de  la  competencia,  menos  de  un  diez  por  ciento 
de  los  ciclistas  y corredores  mostraban  evidencia  de  que 
proteína  y/o  sangre  fuera  filtrado  por  el  riñón  a la  orina. 
Luego  de  la  competencia  se  mostró  que  más  de  un  sesenta 
por  ciento  de  los  atlétas  estudiados  estaban  orinando  pro- 
teína y/o  sangre  aunque  en  pequeñas  cantidades  (microscó- 
pica). Aparentemente  el  calor  excesivo  generado  en 
condiciones  de  ejercicio  intensivo  puede  producir  unos  cam- 
bios en  la  membrana  glomerular  del  riñón.  Por  suerte,  este 
fenómeno  usualmente  no  tiene  efectos  dañinos  a la  salud. 

En  estudios  más  recientes  durante  el  Maratón  de  San 
Blas  de  1981  las  condiciones  ambientales  eran  de  tempera- 
tura sobre  88°F  y 70%  humedad.  Durante  las  13.1  millas  el 
promedio  de  pérdida  en  peso  del  grupo  de  corredores  estu- 
diados fue  de  más  de  cinco  libras.  Estas  cinco  libras  repre- 
sentan más  de  dos  litros  y medio  de  líquido  (agua  perdida  en 
la  carrera).  Un  veterano  corredor  de  32  años  perdió  10  libras 
de  sudor  en  sólo  10  millas  de  recorrido.  Esta  pérdida  en 
sudor  representa  más  de  un  10%  de  su  agua  corporal,  un 
grado  de  deshidratación  muy  peligroso.  Sufrió  cansancio, 
debilidad,  síncope  (mareo)  y dolor  abdominal,  teniendo  que 
abandonar  la  carrera.  Es  interesante  que  todos  los  corredo- 
res bebieron  agua  libremente  pero  no  pudieron  evitar  una 
deshidratación  significativa  (el  promedio  fue  de  un  5%  de 
pérdida  del  agua  del  cuerpo). 


Recomendaciones  Técnicas 
Relacionadas  a la 
Programación  v Celebración 
de  Carreras  Pedestres  en 
Puerto  Rico 

Carlos  Arias  Méndez,  M.D. 

Hernán  Hortas 

A continuación  exponemos  las  recomendaciones  técnicas 
para  la  celebración,  con  un  mínimo  de  riesgo,  de 
competencias  de  fondismo  (pedestres)  en  Puerto  Rico. 

I.  RECOMENDACIONES  GENERALES 

A.  Servicios  Médicos 

1.  Se  recomienda  la  presencia  de  un  (1)  médico  por 
cada  (100)  corredores.  Se  espera  que  de  cada  100 
participantes,  3 necesiten  algún  tipo  de  atención 
médica.  En  el  Maratón  de  Boston  y en  el  de  Nueva 
York,  se  utilizan  2 médicos  por  cada  500  corredo- 
res y 5 por  cada  1,000. 

2.  Pasados  los  mil  participantes  se  debe  establecer  un 
mini-hospital  con  las  siguientes  facilidades; 

a.  médicos 

b.  enfermeras 

c.  líquidos  endovenosos  (solución  normal  salina, 
lactato  de  Ringer,  glucosa) 

d.  oxígeno 

e.  suficiente  hielo  para  inmersión 

f.  tubos  endotraqueales 

g.  catéteres  endovenosos 

h.  soluciones  con  electrolitos  y glucosa  para  uso 
oral 

i.  ambulancias 

j.  medicamentos  para  resuscitación  cardíaca  y 
equipo  de  resuscitación  cardíaca, 

k.  termómetros  y cintilla  colorimétrica  para 
medir  glucosa  sanguínea. 

1.  termómetros  rectales 

B.  Ambulancias 

1.  Se  recomiendan  cuatro  ambulancias  que  se  distri- 
buirán de  la  siguiente  forma: 

a.  una  en  la  base 

b.  una  en  la  cola 

c.  una  en  el  medio 

d.  una  recorriendo  la  ruta 

C.  Hora  de  salida  para  todo  el  año 

1.  No  debe  darse  la  salida  de  ningún  maratón  antes  de 
las  4:00  p.m. 

2.  El  horario  ideal  de  salida  es  entre  las  4:30  p.m.  y 
5:00  p.m. 

Si  a la  hora  de  salida  la  temperatura  y la  hume- 
dad relativa  se  mantienen  en  condiciones  des- 
favorables, el  maratón  se  celebrará  si  los 


organizadores  ambientalizan  la  ruta,  esto  es 
ponen  oasis  y duchas  donde  sea  necesario,  así 
sea  uno  cada  kilómetro. 

II.  RECOMENDACIONES  ESPECIFICAS 

A.  Carrera  de  10  kilómetros  o 6.2  millas. 

1.  Habrá  un  oasis  por  cada  2 1/2  kms.  de  carrera. 

2.  Habrá  tres  duchas  como  mínimo  "y  cinco  como  lo 
ideal. 

a.  Una  de  éstas  estará  al  final  de  la  carrera. 

3.  El  participante  deberá  haber  acumulado  por  lo 
menos  20  millas  semanales  durante  los  dos  meses 
anteriores  a la  carrera. 

4.  Normas  del  Comité  de  Fondismo  de  Puerto  Rico 
para  esta  carrera  de  campeonato. 

a.  Un  oasis  por  cada  2 1/2  kms. 

b.  Una  ducha  cada  2 kms.  y una  al  final  de  la 
carrera. 

B.  Carrera  de  15  kilómetros. 

1.  Se  recomienda  un  oasis  por  cada  2 1/2  kms.  de 
carrera. 

2.  Deberá  colocarse  una  ducha  cada  3 kms.  para 
totalizar  cinco  duchas,  habiendo  una  al  final  de  la 
carrera. 

C.  La  Medio-Maratón-Carrera  de  13  millas  o 21  kilómetros. 

1 . Se  recomienda  un  oasis  cada  2 1/2  kms.  para  totali- 
zar 7 oasis. 

2.  Se  recomienda  una  ducha  por  cada  2 1/2  kms, 
además  de  que  habrá  disponibles  esponjas  suficien- 
tes cada  5 kms. 

3.  Se  recomienda  que  el  participante  deberá  haber 
acumulado  por  lo  menos  40  millas  semanales 
durante  los  dos  meses  anteriores  a la  carrera  y 
teniendo  un  día  semanal  de  máxima  tolerancia 
corriendo  2 horas  corridas,  cómodamente. 

D.  Carrera  Clásica  de  Maratón  26  Millas;  42  kms. 

1 . Se  colocarán  26  oasis  con  abastecimiento  alimenti- 
cio (1  oasis  cada  milla). 

2.  La  ruta  debe  ser  totalmente  plana  y preferible- 
mente en  un  circuito  o un  semi-circuito. 

3.  Se  colocarán  duchas  cada  5 kms.  y habrá  suficien- 
tes esponjas  disponibles. 

4.  Se  recomienda  que  el  participante  deberá  haber 
acumulado  de  50  a 55  millas  semanales  por  lo 
menos  durante  los  dos  meses  anteriores  a la  compe- 
tencia. Deberá  haber  hecho  entrenamiento  de  tole- 
rancia con  una  duración  de  2a  2 1/2  horas,  una  vez 
a la  semana,  durante  los  dos  meses  anteriores  a la 
carrera.  Estos  tirones  de  tolerancia  son  la  clave 
técnica  para  competir. 

E.  Otras 

1 . Control  de  Tráfico  - esto  se  debe  hacer  en  coopera- 
ción con  la  Policía. 

2.  Orientación  sobre  la  ruta  - esto  se  hace  a través  de 
mapa  ilustrando  la  ruta  a seguir  durante  la  carrera. 
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FORMULARIO  PARA  EXAMEN  MEDICO 
PROPUESTO  POR  EL  COMITE  PARA  SER  LLEVADO  A CABO 
ANTES  DE  LA  COMPETENCIA 


Recomendaciones  Técnicas 


1.  Nombre  del  Participante 

2.  Edad 

3.  Diga  cuántas  millas  acumula  semanalmente  o mensualmente 

(Una  semana  ordinaria).  . 

4.  Diga  cuánto  es  el  máximo  que  corre  en  millas  en  una  sesión  de  entrenamiento  ordinario 


5.  Tiene  experiencia  como  corredor  de  largas  distancias,  fondo  medio  o fondo.  Sí  ( ) No  ( ). 

6.  Cuántos  años  lleva  participando  como  corredor 

7.  Fecha  última  participación  

8.  Diga  si  padece  de:  

Diabetes  Mellitus  

Tiroide  

Paratiroide  

Corazón  

Hipertensión  Arterial  

Padecimiento  Siquiátrico  

Otras  .. 


9.  Diga  si  toma  algún  medicamento 


Anfetaminas 

Sí( 

) 

No  ( 

) 

Antihistamínicos 

Sí( 

) 

No  ( 

) 

Diuréticos 

Otros 

Sí( 

) 

No  ( 

) 

10. 

Ha  tenido  algún  problema  físico  que  haya  requerido  atención  médica  durante  o 

inmediatamente  después  de  una  carrera  o competencia. 

Sí( 

) 

No( 

). 

11. 

Tipo  de  atención  recibida 

12. 

Pulso  radial  sentado  Fuerte 

Sí( 

) 

No  ( 

) 

Rítmico 

Sí( 

) 

No  ( 

) 

Frecuencia  por  minuto 

13.  Presión  arterial  Brazo  Derecho  o Izquierdo  sentado 

14.  Auscultación  Cardiopulmonar 

a.  Corazón:  Describa  si  nota  presencia  de  soplos  Sí  ( ) No  ( ). 

Describa  tipo  de  soplo  

b.  Pulmones  claros  Sí  ( ) No  ( ) 

Describa  si  nota  sibilancias,  estertores  o sonidos  bronquiales  anormales  _ 


Aspecto  General  del  Participante.  Describa  si  luce  obeso  o con  aspecto  no 
atlético  


Continúa 
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16.  Conclusión  Final  Cuerpo  Médico 

Se  aprueba  para  competir  Sí  ( ) No  ( ) 

17.  No  se  aprueba  por  los  siguientes  criterios  médicos  o técnicas: 


Nombre  del  médico  examinador  

Firma  del  médico  examinador  

Licencia  Permanente  en  P.R.  

Firma  conforme  del  Participante 

Firma  del  Padre  o Adulto  que  le  representa 
Fecha: 


Fotografía  cortesía  de  Dolores  Mendez-Cashion,  M.D. 


Casa  de  Campo  en  la  Carretera  Militar  al  Sur  de  San  Juan.  limas.  Esta  fruta  es  indígena  de  la  Isla  y crece  salvaje  en  los 

En  esta  casa  vive  un  caballero  que  se  dedica  acrecer  y exportar  bosques,  pero  sólo  se  encuentran  limones  donde  se  cultivan. 
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Childhood  Neurofibromatosis 
in  Puerto  Rico 

L.  Rivera-Reyes,  M.D. 

M. A.  Toro-Solá,  M.D. 

Summary:  The  authors  stress  the  importance  of  early  diag- 

nosis for  Neurofibromatosis  by  detecting  café-au-lait  spots  as  a 
patognomonic  sign  of  the  disease. 

Genetic  counseling  is  mandatory,  for  the  inheritance  pattern 
is  autosomal  dominant  with  a high  degree  of  spontaneous 
mutations. 

The  Elephant  Man,  a movie  that  was  shown  at  local 
theaters  in  Puerto  Rico,  recounts  the  story  of  John 
Merrick',  a one  time  circus  freak,  because  of  its  external 
appearance  but  an  intelligent,  sensitive  man  within  himself 
who  was  afflicted  with  Neurofibromatosis  (NF).  Fortuna- 
tely not  all  cases  of  NF  carry  the  extreme  consequences  of 
the  condition  and  a continuum  of  involvement  occurs. 

It  is  the  purpose  of  this  article  to  present  the  experience 
at  the  Pediatrics  Department  of  San  Juan  City  Hospital  in 
dealing  with  this  condition  and  to  alert  the  primary  care 
physician  in  the  early  diagnosis,  management,  genetic  coun- 
seling and  neurological  follow-up  needed  by  patients  with 
this  condition.  It  is  our  feeling  that  local  traditions  -view 
birthmarks,  and  in  particular  café-au-lait  spots,  as  a situa- 
tion that  “runs  in  the  family”  to  which  little  attention  is 
given  by  physcians  and  families  alike. 

Materials  and  Methods 

Records  from  the  past  five  years  of  patient  from  the 
Pediatric  Neurology  and  Medical  Genetics  Sections  were 
reviewed.  Those  meeting  the  diagnostic  criteria  of  NF  were 
selected  for  this  study.  The  criteria  were  those  established  by 
Crowe  et  aF  six  or  more  café-au-lait  spots  (Fig.  1)  larger 
than  1.5  cm.  in  diameter.  Axillary  freckles  (Fig.  2)  are  also 
suggestive  of  the  diagnosis.^  All  the  patients  were  the 
product  of  normal  pregnancies  and  deliveries  with  normal 
biethweights.  Seventeen  patients  (55%)  presented  with  café- 
au-lait  spots  at  birth. 


From  the  Pediatric  Neurology  and  Medical  Genetic  Sections.  Department 
of  Pediatrics.  San  .!uan  City  Hospital.  Puerto  Rico  Medical  Center.  Rio 
Piedras.  Puerto  Rico. 


Figura  2 


A total  of  31  cases  were  diagnosed.  Of  the  31  cases,  12 
were  males  and  19  females,  ranging  in  age  from  19  hours  to 
14  years.  The  average  age  for  the  group  was  64  months  (5.3 
years)  and  13  days  for  neonates.  Five  patients  had  common 
perinatal  complications  of  which  2 females  had  respiratory 
distress,  one  male  and  a female  had  jaundice  treated  with 
phototherapy;  anothe  female  had  measles  at  16  days  of  age. 
The  rest  of  the  group  encompassed  seven  patient  diagnosed 
by  some  of  our  former  residents  at  the  San  Juan  City  Focal 
Health  Centers.  Five  patients  came  to  our  Pediatric  outpa- 
tient for  diverse  problems,  e.g.  colds,  perirectal  abscess, 
bronchopneumonia  and  urinary  tract  infections.  Four 
patients  were  referred  to  pediatric-neurology  clinics  because 
of  seizures,  mental  retardation  or  headache  and  the  diagno- 
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sis  of  NF  established.  Other  referrals  were  as  follows:  a 
teacher  who  noticed  café-au-laits,  a positive  family  history 
alerted  the  family  to  diagnosis  and  on  evaluation  of  a patient 
with  umbilical  hernia  and  clitoromegaly,  cafe-au-lait  spots 
were  noted. 

A neurological  examination  was  performed  in  all  the 
patients,  genetic  evaluation  in  1 7,  ophthalmologic  in  3,  and 
optic  foramina  view  in  9.  All  patients  had  a Denver  Deve- 
lopmental screening  performed  as  part  of  these  comprehen- 
sive evaluation. 

Results 

Ten  patients  (32%)  had  congenital  anomalies.  Table  I 
details  congenital  anomalies  found.  Two  patients  had  a 
heart  murmur  and  in  others  the  following  anomalies  were 
encountered:  ptosis,  pectus  excavatum,  high  arched  palate, 
clubbed  feet,  metatarsus  adductus,  generalized  hypotonia, 
umbilical  hernia,  and  clitoromegaly.  There  was  an  equal  sex 
distribution  within  the  group  studied  with  4 males  presen- 
ting five  developmental  anomalies  and  5 females  presenting 
with  one  each.  Twenty  seven  patients  had  normal  psycho- 
motor development.  Four  had  delayed  speech.  Sleep  distur- 
bances were  found  in  5 males.  Three  exhibited 
somniloquism,  one  was  a sleep-walker  and  one  had 
nightmares. 

The  family  history  of  NF  was  significant  in  18  patients 
(58%)  where  an  autosomal  dominant  inheritance  was  noted; 
nine  were  new  mutations  and  in  four  patients  there  was  no 
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sufficient  information.  Eleven  patients  had  a mother  with 
NF.  The  average  age  of  the  father  was  34  years  and  for  the 
mother  29.6  years.  Hairy  nevus  was  present  in  relatives  of 
one  of  the  patients. 

Findings  encountered  at  initial  physical  and  neurologi- 
cal examination  are  seen  in  Table  I.  These  findings  presented 
in  26  patients  (84%).  Some  of  them  are  non-specific.  All  the 
patients  had  cafe-au-lait  spots. 

Of  ten  electroencephalograms  (E[:G)  performed,  two 
were  abnormal.  One  EEG  suggested  brain  damage;  and  the 
other  in  the  patient  with  aqueductal  stenosis,  it  was  diffusely 
and  bilaterally  slow.  Cerebral  tomography  was  normal  in 
two  patients,  and  aqueductal  stenosis  was  confirmed  in  the 
above  mentioned  case.  Skin  biopsy  in  one  patient  was  com- 
patible with  NF.  Another  patient  with  bilateral  renal  artery 
stenosis  had  an  aortogram  and  bilateral  renal  artery  by- 
pass. 

Discussion 

Neurofibromatosis  was  first  described  by  Von  Reckling- 
hausen in  1 882.^  Crowe  et  aF  designated  six  or  more  café-au- 
lait  spots  larger  than  1 .5  cm.  in  diameter  as  a diagnostic  aid 
for  NF  seen  in  over  99%  of  all  patients.  These  spots  are 
usually  present  at  birth  and  continue  to  increase  in  size  and 
number  mostly  during  the  first  decade.  In  some  patients  the 
café-au-lait  becomes  evident  after  several  months  and  in 
some  is  after  several  years. 

Conditions  such  as  neurofibromas,  Lisch  nodules. 


TABLE  I 

Clinical  Findings 

Number  of  Patients 

Dextro-scoliosis 

6 

Fibromas  (corporeal  and  2 in  iris) 

4 

Mental  Retardation 

4 

Hyperactivity 

4 

Hypochromic  nevi 

3 

Lumbosacral  mass 

2 

HAMARTOMAS: 

Of  palate 

1 

Of  ear  concha 

1 

OPHTALMOLOGIC: 

Strabismus 

1 

Pale  optic  discs 

1 

Palpebral  ptosis 

1 

ORTHOPEDIC: 

Metatarsus  adductus 

1 

Lateral  tibial  torsion 

1 

Pseudoarthrosis 

1 

Pectus  excavatum 

1 

VASCULAR: 

Renal  artery  stenosis 

1 

Arterial  hypertension 

1 

OTHER: 

Sacral  dimple 

1 

Hypotonia 

1 

Speech  abnormalities 

1 

High  arched  palate 

1 

Short  stature 

1 

Hydrocephalus  (Aqueductual  stenosis  by  CT  scan) 

1 

Clitoromegaly 

1 
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macrocephaly,  central  nervous  system  tumors,  pseudoart- 
hosis,  kyphoscoliosis,  short  stature,  malignancy  intellectual 
handicap,  speech  impediment,  headaches,  cerebrovascular 
disorders,  hypertension,  constipation,  visceral  tumors,  pru- 
ritus, seizures,  phychological  problems  and  congenital  heart 
defects  are  seen  with  relative  frequency  in  patients  with  NF. 
In  some  patients  even  asymptomatic  masses  might  occur.® 
For  a review  of  these  findings  as  well  as  for  other  informa- 
tion, our  reader  is  referred  to  the  excellent  article  by  Ric- 
cardi.’  Bolande*  considers  NF  as  a neurocristopathy  where 
the  disease  might  originate  in  abnormal  migration,  differen- 
tiation or  growth  neural  crest  derived  cells. 

Our  patients  at  San  Juan  City  Hospital  once  more  con- 
firm the  incidence  of  associated  findings  in  NF. 

The  genetics  of  NF  is  that  of  an  autosomal  dominant 
disease  where  at  least  half  the  cases  represent  new  muta- 
tions. Genetic  counseling  is  mandatory  and  families  at  risk 
have  a 50-50  chance  of  developing  the  disease.  Several  aut- 
hors have  speculated  that  a maternal  effect  may  be  impor- 
tant for  the  development  of  serious  complications.  No 
prenatal  diagnostic  test  is  available  at  the  present  time. 

Long  term  management  accompanied  by  genetic  coun- 
seling are  certainly  the  most  important  aspects  in  the  evalua- 
tion of  patients  with  this  disease.  A complete  thorough 
evaluation  should  be  done  and  it  must  include  ophtalmolo- 
gic,  genetic  and  neurologic  evaluations,  psychometric  tes- 
ting and  psychosocial  evaluation.  Diagnostic  studies  such  as 
optic  foramina  views  and  cerebral  tomography  and  other 
neurologic  tests  should  be  done.  If  scoliosis  occurs,  an  ort- 
hopedic surgeon  should  be  consulted. 

We  believe  that  the  psychosocial  management  of 
patients  with  NF  is  important  in  view  of  the  disfigurement 
present  in  some  patients  and  by  the  anxiety  created  by  this 
diagnosis. 


In  particular,  our  major  and  must  important  conclusion 
from  our  study  is  that  patients  must  be  questioned  about 
birthmarks  in  them  and  their  families,  and  have  their  skin 
examined  as  part  of  their  routine  physical  and/or  neurologi- 
cal examination  when  they  visit  their  physicians.  Our  series 
clearly  show  that  many  patients  with  NF  were  incidentally 
diagnosed.  Familial  birth-marks  and  in  particular  café-au- 
lait  spots  as  seen  in  NF  are  not  benign.  If  they  exist,  they 
should  be  thoroughly  investigated  utilizing  the  criteria  pre- 
viously stated. 
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‘Whenever  I have  the  urge  to  get  married,  I come 
here  until  it  passes.” 


Role  of  Non  Invasive 
Investigations  in  the 
Rehabilitation  of  Patients 
with  Mj^ocardial  Infarction 

H.  Denolin,  M.D. 

Denifítion  and  Aims  of  Rehabilitation  (R) 
in  Cardiac  Patients* 

In  this  short  presentation  I would  like  todiscuss  the  place 
of  some  new  non  invasive  approaches  in  the  organiza- 
tion of  cardiac  R,  for  the  selection  of  patients  or  for  the 
evaluation  of  the  results.  Let  us  first  remember  what  is  R in 
cardiology. 

A definition  was  proposed  by  the  European  Office  of 
WHO  in  1969,  which  remains  valid: 

“The  rehabilitation  of  cardiac  patients  can  be  defined  as 
the  sum  of  activities  required  to  ensure  them  the  best  possi- 
ble physical,  mental  and  social  conditions  so  that  they  may, 
by  their  own  efforts,  resume  as  normal  a place  as  possible  in 
the  life  of  the  community.  Rehabilitation  should  take  place 
at  an  early  stage  and  be  continuous.  The  doctor  must  bear  it 
in  mind  from  his  very  first  contact  with  the  patient  and  not 
lose  sight  of  it  in  any  of  the  phases  of  treatment  or  supervi- 
sion. Every  aspect  of  the  patient  must  be  taken  into  account 
in  rehabilitation,  including  his  physiological,  clinical, 
psychological  and  social  problems.  Lastly,  rehabilitation 
cannot  be  regarded  as  an  isolated  form  of  therapy,  but  must 
be  integrated  with  the  whole  treatment  of  which  it  constitu- 
tes only  one  facet.” 

It  is  very  important  to  stress  that  R after  a myocardial 
infarction  (MI)  should  consider  not  only  the  physical  condi- 
tion of  the  patient,  but  also  — and  may  be  more  important  in 
some  cases — the  psychological  problems,  the  social  pro- 
blems and  the  secondary  prevention.  All  this  aspects  of  R are 
of  importance  to  improve  the  quality  of  life,  to  increase  the 
return  to  work  or  the  duration  of  life. 

Whe  should  never  forget  that,  in  coronary  disease,  the 
pathological  process  continue  to  evolute,  after  an  acute 
event.  But  in  this  presentation,  we  will  discuss  only  some 
problems  of  physical  and  vocational  R,  and  the  possible  role 
of  non  invasive  methods  for  the  improvement  of  results. 


Request  reprints  to  H.  Denolin  M.D.,  178  Avenue  fVinston  Churchill,  1180 
Brussels,  Belgium. 

* Presented  at  the  IV  Congress  of  the  Rehabilitation  Medicine  Associa- 
tion (IRMA),  San  Juan,  Puerto  Rico. April,  1982. 


Physical  Reconditioning 

It  is  now  accepted  that  in  cases  of  acute  MI  without 
severe  complications,  mobilization  of  the  patient  should 
start  as  early  as  possible,  from  the  first  day  of  the  disease.  It  is 
also  accepted  that  the  duration  of  the  hospitalization  should 
be  short;  in  our  own  unit,  it  is  around  1 1 days  as  a mean 
value. 

Early  Exercise  Testing 

In  many  centers,  a low  level  exercise  test  is  now  recom- 
mended before  discharge.  In  our  department  patients  after 
MI  are  tested  on  a bicycle  ergometer  after  10  days,  and 
compared  with  a control  group  not  submitted  to  this  testing. 
The  test  is  an  exercise  on  a bicycle,  with  a maximal  load  of  75 
watts  or  a heart  rate  of  120  beats/minute  or  less  in  case  of 
severe  fatigue,  angina,  arrhythmias  or  decrease  in  blood 
pressure.  In  our  cases  it  appears  that  such  an  early  test  is  safe, 
and  this  is  confirmed  by  several  papers  published  during  the 
last  2 or  3 years. 

Afterone  year, we  observed  in  the  cases  submitted  to  such 
a test  a very  good  psychological  effect  and  the  return  to  work 
was  higher.  But  we  have  not  yet  enough  data  to  discuss  the 
usefulness  of  the  early  test.  Some  authors  were  able  to 
demonstrate  that  patients  with  angina  during  or  after  early 
exercise  had  a shorter  2 years  survival;  that  a depressed  ST 
segment  had  a poor  prognosis,  or  that  in  progressive  loa- 
ding, the  duration  of  the  test  is  related  to  the  duration  of 
survival. 

In  the  paper  of  Velasco,  exercise  angina,  ST  depression 
and  excessive  increase  in  heart  rate  have  a high  prognostic 
value  for  the  succeeding  years. 

But  the  interpretation  of  the  results  already  published 
remains  difficult:  different  selection  of  the  patients,  different 
types  of  exercise,  date  of  the  first  test,  parameters  of  value, 
duration  of  the  follow-up,  etc.  Another  problem  is  the  possi- 
bility of  spontaneous  improvement  during  the  first  weeks 
after  ML  We  found  a poor  correlation  between  the  early  test, 
performed  after  11  days,  and  a second  test  performed  after 
60  days,  and  we  are  unable  till  now  to  decide  the  relative 
value  of  these  2 evaluations  of  the  physical  capacity  in  term 
of  prognosis. 

So,  we  can  accept  that  an  early  exercise  test  before  dis- 
charge from  the  hospital  is  safe  and  is  probably  informative, 
but  further  research  is  needed  to  define  the  optimal  protocol 
and  to  evaluate  the  significance  of  observed  response. 

The  early  test  should  also  be  compared  with  the  Holter 
recording  (long  duration  electrocardiographic  recording) 
but  the  prognostic  value  of  ambulatory  ECG  monitoring 
soon  after  MI  remain  to  be  established.  It  is  also  suggested  in 
some  papers  that  isotopic  evaluation  of  the  myocardial  func- 
tion before  discharge  is  a sensitive  mean  to  predict  new 
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cardiac  events  during  the  next  months.  Left  ventricular  ejec- 
tion fraction,  end  systolic  volume  and  the  ratio  of  systolic 
pressure  to  this  end  systolic  volume,  at  rest  and  during 
submaximal  exercise  could  be  very  useful. 

So,  there  are  probably  many  things  to  learn  from  this  safe 
early  testing  but  more  research  is  needed  to  establish  value 
for  prognosis,  definition  of  physical  activity  during  the  first 
weeks,  indications  for  surgery,  etc. 

Training  During  Phase  II 

In  the  cases  with  a low  residual  physical  capacity,  or  in 
the  cases  with  psychological  problems,  a period  of  high  level 
training  is  generaly  recommended.  The  level  of  this  training 
is  based  on  a symptom-limited  exercise  test,  for  which  the 
criteria  for  stopping  are  severe  electrocardiographic  chan- 
ges, abnormal  evolution  of  systemic  pressure  or  subjective 
symptoms.  This  is  now  well  known  and  will  not  be  discussed 
here. 

In  our  department,  the  training  after  4 to  8 weeks  is  an 
interval  one  of  30  to  40  minutes  at  a level  of  60  and  90%  of 
the  symptom-limited  capacity  determined  by  the  exercise 
test.  But  recently,  it  was  advocated  to  use  the  anaerobic 
threshold  (AT)  as  the  level  for  optimal  training. 

The  AT  is  the  work  level  above  which  anaerobic  metabo- 
lism produces  a lactic  acidemia  with  a sudden  infliction  of 
the  ventilation  curve;  the  CO^  released  from  bicarbonate 
acts  on  the  respiratory  center.  In  other  words,  the  AT  detects 
the  exercise  level  for  which  the  cardiovascular  system 
became  unable  to  supply  enough  oxygen  for  the  require- 
ments to  the  tissues. 

It  is  recommended  by  some  authors  to  use  as  an  optimal 
training  heart  rate  a value  somewhat  below  the  patient’s  AT. 

But,  asfaras  I know,  no  proofs  are  given  till  now  that  this 
level  of  training  is  really  optimal. 

Physiological  Effects  of  Physical  Training 

It  is  generaly  accepted  that  after  training  the  physical 
condition  of  the  patients  with  MI  is  improved,  with  a maxi- 
mal aerobic  capacity  increase  of  20  to  30%;  the  functional 
possibilities  of  the  patients  are  increased  and  they  are  able  to 
work  using  a lower  part  of  their  maximal  capacity.  But  the 
exact  mechanisms  by  which  physical  conditioning  affect 
cardiac  patients  remain  uncertain. 

In  a study  performed  a few  years  ago  in  my  department, 
it  was  demonstrated  that  the  improvement  in  maximal  capa- 
city was  related  to  an  increase  in  the  extraction  of  oxygen 
from  the  blood  at  the  periphery,  in  the  active  muscles,  and 
that  only  in  patients  with  a good  physical  condition  before 
training  an  increase  in  maximal  cardiac  output  could  be 
observed. 

But  recently,  new  non  invasive  techniques  were  introdu- 
ced for  the  evaluation  of  the  myocardial  function  in  patients 
with  MI,  before  and  after  training.  Echocardiography  and 
nuclear  techniques,  thallium  scintigraphy  and  radionuclide 
ventriculography  are  some  of  the  most  frequently  used. 

From  these  studies,  it  appears  that  at  least  in  some  cases 
the  perfusion  of  the  myocardium  is  improved  after  training. 
Maybe  by  an  increase  in  collateral  circulation?  It  was  also 
said  that  ventriculography  was  able  to  demonstrate  an 
increase  in  ejection  fraction  at  equivalent  submaximal  level 
of  exercise  in  trained  patients. 


Role  of  Non  Invasive  Investigations 

Lfnfortunately,  these  central  changes  and  possible 
improvements  in  myocardial  function  were  observed  only  in 
a limited  number  of  patients,  or  were  even  not  confirmed  by 
other  laboratories. 

For  some  of  them,  in  spite  of  an  increased  exercise  capa- 
city, there  are  no  changes  in  left  ventricular  function  or  in 
myocardial  ischemia;  for  others  there  is  no  correlation  be- 
tween the  improvement  in  physical  capacity  and  the  changes 
in  the  ejection  fraction. 

For  the  evaluation  of  myocardial  function  by  echocar- 
diography, we  have  less  data,  but  also  controversial.  Echo 
during  exercise  is  unreliable.  A reduction  of  the  ventricular 
diameters  was  described;  this  could  be  associated  with  an 
improvement  in  ventricular  compliance  indicating  a decrease 
in  oxygen  consumption  of  the  myocardium.  But  it  is  accepted 
that  radionuclide  ventriculography  is  the  most  accurate  met- 
hod for  the  evaluation  of  ventricular  function  in  coronary 
disease. 

So,  in  spite  of  the  great  interest  of  these  new  non  invasive 
methods  for  the  evaluation  of  myocardial  perfusion  and  func- 
tion, the  results  of  the  available  studies  remain  controversial 
and  new  studies  are  needed  with  a better  definition  of  cases,  a 
better  definition  of  protocols  and  a larger  follow  up. 

These  problems  of  the  possible  changes  in  myocardial 
function  after  training  are  not  only  of  academic  interest,  but 
could  become  of  great  practional  value.  We  have  to  admit 
that  the  long  term  results  of  R (including  physical  training) 
are  not  always  as  good  as  we  expect.  This  could  well  be 
related  to  an  inadequate  evaluation  of  the  myocardial  func- 
tion and  to  a poor  selection  of  the  patients.  As  it  is  said  that 
the  ejection  fraction  of  the  left  ventricule  decreases  during 
exercise  in  some  cases  without  changes  in  ECG  or  pulmonary 
arterial  pressure,  it  is  reasonable  to  think  that  a dynamic 
evaluation  of  myocardial  perfusion  and  function  could 
improve  the  results  of  cardiac  R through  a better  selection  of 
the  patients  entering  a period  of  active  training  and  a better 
definition  of  the  training  level.  For  example,  it  is  said  by  some 
that  training  should  not  be  prescribed  when  the  ejection 
fraction  is  lower  than  30%,  although  it  was  also  demonstra- 
ted that  even  in  patients  with  a very  low  EF  the  physical 
capacity  may  be  improved.  For  others,  an  intensive  training 
should  be  recommended  only  if  the  ejection  fraction  increases 
at  least  5%  during  the  exercise  test.  The  principle  of  use  of  the 
ejection  fraction  in  the  definition  of  R program  has  seems 
good,  but  the  practical  use  of  this  parameter  need  more 
research. 

In  the  books  on  R of  coronary  patients  we  can  will  find 
long  chapters  on  the  methods  for  evaluation  of  the  residual 
physical  capacity,  and  a long  list  of  the  energetic  and  cardiac 
cost  of  professional  activities.  But  less  is  said  how  to  match 
the  stress  test  and  the  job  demand.  In  fact,  it  is  a difficult  task. 
If  we  have  a few  rules  for  the  determination  of  the  percent  of 
residual  capacity  that  can  be  in  principle  used  during  vocatio- 
nal activities,  we  ignore  in  general  the  exact  nature  of  the  job 
in  terms  of  personal  adaptation,  psychological  problems, 
environment,  etc.  Therefore,  the  best  way  is  to  follow  the 
patient  on  the  job,  and  the  Holter  monitoring  is  a good 
system  for  this,  providing  the  possibility  of  an  exact  evalua- 
tion of  the  cost  of  work  for  the  patient  and  his  heart. 

We  performed  a study  in  a steel  factory  on  patients  with 
MI,  at  work  for  at  least  10  months.  We  were  able  to  demons- 
trate that  the  cardiac  cost  of  work  is  the  same  in  the  coronary 
patients  and  in  a control  group.  That  the  percentage  of  the 
aerobic  capacity  used  is  higher  in  the  patient,  but  that  the 
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cardiac  reserve  remains  high  enough  on  all  the  cases.  This 
means  that  probably  our  classical  rules  are  valid  but,  at  least 
in  some  cases,  a direct  evaluation  of  the  patient  on  the  job 
may  be  useful  for  a good  vocational  R. 

The  evaluation  of  the  heart  rate  by  the  Holter  system  is 
therefore  of  great  value.  It  should  also  be  used  in  long  term 
follow  up  study  to  evaluate  the  risk  of  sudden  increases  in  the 
work  load  during  vocational  activities,  and  the  incidence  of 
these  activities  on  the  prognosis.  It  is  also  possible  that  ambu- 
latory monitoring  could  be  of  value  for  the  prediction  of  the 
prognosis  in  cases  of  arrythmias,  but  this  is  an  other  problem. 


Conclusion 

The  interest  for  R in  coronary  diseases  increased  suddenly 
some  25  years  ago,  and  the  old  therapeutic  attitudes  were 
progressively  changed.  The  6 weeks  bed  rest  after  MI  and  the 
definitive  invalidity  are  replaced  by  an  early  mobilization,  a 
short  hospitalization  and,  in  many  cases,  a return  to  work.  The 
benefit  of  the  present  attitudes  is  invaluable  for  the  patients, 
the  family  and  the  society.  But  we  have  to  stress  first  that  the 
progression  during  the  recent  period  were  based  generally  on 
empiricism,  with  slow  progressive  changes,  and  that  probably 
many  other  changes  should  be  introduced  in  our  present  attitu- 
des to  improve  more  our  rehabilitation  programme. 

Changes  in  the  existing  protocoles  of  exercise  test,  earlier 
testing,  introduction  of  nuclear  techniques  or  echocardio- 
i graphy  could  probably  improve  our  rehabilitation  program- 
mes. In  prescription  and  evaluation  of  training;  Holter 
I monitoring  could  be  of  great  help  in  vocational  R.  Many 
' randomized  studies  remain  needed  before  we  could  appreciate 
the  exact  place  and  value  of  the  non  invasive  methods.  Asso- 
ciation of  methods  and  a multivariated  approach  of  the 
; patients  with  all  the  available  techniques,  and  the  help  of 
computer  is  probably  the  future. 
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Complex  Cardiac  Anythmias 
Probably  Secondary  to 
Lithium 

Charles  D.  Johnson,  M.l). 

Summary:  The  effects  of  lithium  on  the  heart  are  reviewed, 

and  a patient  is  reported  who  demonstrated  numerous  complex 
arrythmias  including  the  Sic'c  Sinus  Syndrome,  believed  due  to 
lithium. 

In  recent  years  lithium  has  gained  remarkable  popularity 
in  the  treatment  of  certain  psychiatric  disorders. 
However,  its  use  may  be  associated  with  cardiac  complica- 
tions, particularly  cardiac  arrythmias.  Of  these,  the  Sick 
Sinus  Syndrome  is  most  characteristic. 

This  communication  reviews  the  cardiac  manifestations 
of  lithium  and  describes  a patient  demonstrating  various 
arrythmias  believed  due  to  lithium  ingestion. 

Case  Summary 

This  is  a 56-year-old  female  with  a chronic  manic- 
depressive  disorder  and  a 1-month  history  of  undescribed 
chest  pains,  her  heart  rhythm  was  irregular  and  slow  and 
there  was  minimal  pitting  edema.  A temporary  pacemaker 
was  placed  on  8-15-81,  at  a rate  of  70  per  minute.  Laboratory 
data  revealed  a BUN  of  12  mg/ 100  ml,  serum  potassium  (K) 
4,  sodium  (Na)  136,  chloride  100  and  carbon  dioxide  33 
meq/L. 

The  patient  had  been  taking  a thiazide  diuretic, nitrogly- 
cerine and  lithium  carbonate  300  mg  t.i.d.  Unfortunately, 
the  initial  blood  sample  for  lithium  determination  was  not 
processed.  Lithium  administration  was  not  discontinued 
until  8-18-81,  when  haloperidol  was  begun  — 2 mg  t.i.d.  and 
increased  to  4 mg  t.i.d.  and  h.s.  p.o.  Hypomania  developed, 
haloperidol  was  administered  IM  and  subsequently  the  dose 
raised  to  60  mg  p.o.  daily  with  improvement.  Cardiac  enzy- 
mes were  normal  and  there  were  no  other  evident  cardiac 
diagnoses. 

The  electrocadiograms  (ECG)  obtained  from  our  patient 
are  the  following  ones: 

Figure  1 (8-14-81)  demonstrates  Sinoatrial  (SA)  node 
disease.  Sick  Sinus  Syndrome  (SSS).  Second  degree  SA 
block  with  variable  conduction  ratios,  near  3:1;  marked 
irregular  sinus  bradycardia  and  arrythmia.  Incomplete 
atrioventricular  (AV)  dissociation  (AVD)-isorrhythmic  and 
interference.  ST-T  wave  abnormalities.  Indiojunctional 
escape  rhythm  (IJER)  with  retrograde  atrial  conduction- 
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Lead  11,  1 st  beat  aVF  (R-P'  0.20-0.2 1 S),  1st  and  3rd  beats  of 
the  long  aVF  strip.  The  1st  escape  beat  (EB)  of  the  latter 
produces  a reciprocal  beat  (RB),  R-P'0.30-.31  S,  P'-R  0.16S, 
with  phase  3 ventricular  aberration.  Sinus  conducted  (P-R 
0. 1 6 S)  and  EBs  differ  slightly  in  morphology.  The  last  EB  in 
aVF  (R-P'  0.21-.22  S)  is  followed  by  an  accelerated  EB, 
manifest  escape  cycle  is  520  mS.  The  P waves  in  leads  1 and 
V(,  are  sinus  with  AVD.  The  last  beat  in  is  ajunctional  EB 
with  a retrograde  P'.  The  P rate  is  38-40,  once  1 1 1 per 
minute,  QRS  rate  42-43,  75;  QT  0.48  Sec. 

First  degree  retrograde  block  of  the  RBs.  Abortive  ven- 
tricular echo  and  concealed  reentry. 


Figure  1 


In  figure  2 (8-15-81)  we  can  see  pacemaker-induced  RBs 
with  aberrancy  and  T wave  abnormality;  versus  atrial  fusion 
beats  of  P and  P'  or  suba  trial  concealed  reentry  - P'-R  0.21, 
0. 18,  0.17,  0.19  S;  R spike  - P'  0.37  S.  A retrograde  P'  can  be 
negative/positive  or  largely  positive. 

The  paced  beats  do  not  show  the  typical  left  bundle 
branch  block  (LBBB)  with  marked  superior  axis  pattern  of  a 
right  ventricular  apical  pacemaker.  But  their  frontal  axis  is 
105°,  suggesting  that  the  electrode  is  displaced  near  the 
pulmonic  valve,  yet  continuing  to  pace. 


Figure  2 


Figure  3 (8-20-81)  demonstrates  incomplete  right  bundle 
branch  block  (RBBB).  QRS  contours  differ,  phase  4 aberra- 
tion. IJER,  rate  44-47,  with  retrograde  P'  (R-P'  0.24  S).  The 
continuous  lead  2 strip  shows  a paced  rhythm,  rate  71, 
intermingled  with  marked  sinus  arrythmia,  rates  40-36,  62 
(lower)  with  ventricular  capture  beats  (VCB),  P-R.  0.21  S, 
R-P  0.40  - .43  Sec. 

Sensing  failure  is  present  except  for  the  6th  and  last  beats 
of  the  lower  row.  There  is  failure  to  capture  of  the  last  spike, 
the  other  noncapturing  spikes  resulting  from  their  falling  in 
the  absolute  refractory  period  of  the  VCBs  or  RB.  The  last 
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beat  may  be  a junctional  Eb  with  aberration  (or  P')  - phase  4 
block,  fascicular  beat  or  paraspecific  fiber  conduction,  etc  - 
favored  by  the  premature  discharge,  suppression  and  reset- 
ting of  the  Junctional  pacemaker  and  SA  node  by  the 
preeding  slightly  aberrant  manifest  RB  (P'-  R 0. 19  S,  R spike 
- P'  0.38  S).  The  prolongation  of  the  R - R intervals  follows 
the  longer  R - P'  of  0.30  - 0.3 1 S and  0.38  S here  and  in  the  1st 
EB  of  the  long  aVF  strip,  figure  1.  Concealed  antegrade 
reentry  and  double  reentry.  The  pacemaker  EBs  may  pre- 
vent this  occuring  in  Figure  1,  (8-15-81).  The  4th  atrial 
impulse  is  an  atrial  fusion  beat  due  to  interference  at  the 
atrial  level,  between  a P and  P'.  The  RBs  are  not  related  to 
the  coupling  or  R-P'  intervals.  A sinus  rate  of  33  or  less  (P'  - 
P')  suggests  2:1  or  3:1  SA  block  or  marked  sinus  node 
depression  - SSS.  Also,  AV  node  disease  is  indicated  by  its 
sluggish  automaticity  and  escape. 


Figure  3 


Figure  4 (8-25-81)  shows  the  following:  P rate  75;  Mobitz 
II,  second  degree  SA  block  (total  of  3-4  periods).  PR  interval 
0.20  S (slight  prolongation  of  2nd  P-R).  The  T wave  inver- 
sion in  lead  Vj  (and  1,  aVL,  V,.6 ) can  be  due  to  the  previous 
pacing  or  to  lithium. 

Not  illustrated,  are  two  premature  ventricular  bests,  one 
interpolated,  with  slight  post-extrasystolic  T wave  change. 

The  traces  demonstrate  ST  segment  and  T wave  abnor- 
malities which  are  probably  attributable  to  the  lithium.  A 
less  likely  explanation  is  post-pacing  ST-T  wave  changes. 


Figure  4 


The  arrythmias  portrayed  in  this  patients  can  almost 
certainly  be  attributed  to  lithium.  Lithium  has  been  docu- 
mented to  produce  side  effects  or  toxicity  to  many  bodily 
systems,  resulting  in  numerous  abnormalities.'”^ 

Cardiovascular  problems  may  be  unusual  with  therapeu- 
tic quantities  of  lithium.  Cardiovascular  performance,  circu- 
lation time  and  exercise  testing  were  not  affected  and 
enzymes  did  not  reveal  any  cardiac  damage.  Yet  an  effect  on 
contractility  with  a fall  in  cardiac  output  and  intraventricu- 
lar pressure  (dogs)  have  been  mentioned  in  the  past,  and  a 
delayed  prolonged  PEP/LVET  ratio  in  a patient.  However, 
palpitations,  dizziness,  syncope,  hypotension,  circulatory 
collapse,  fatal  heart  failure,  cardiac  arrest,  acute  myocardial 
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infarction,  fatal  interstitial  myocarditis  (high  lithium  levels 
in  myocardium),  myocardial  degeneration,  cardiac  arryth- 
mias and  conduction  disturbances  have  been  associated  with 
or  due  to  therapeutic  or  toxic  levels  of  lithium.  Prenatal 
exposure  by  the  mother  might  predispose  to  Ebstein’s  ano- 
maly in  the  infant.  Duration  of  therapy  was  for  less  than  1 
month  to  1-7  years. 

Doses  of  lithium  within  clinical  therapeutic  range 
(approximately  0.5  - 2 meq/L)  can  produce  ST  and  T wave 
changes  consisting  of  progressive  T wave  flattening  and 
inversion,  this  being  the  most  common  cardiovascular  effect 
(20-30%).  This  change  is  dose  related,  benign,  predictable 
and  reversible  on  discontinuing  the  drug.  The  ST  segment 
may  depress,  a U wave  appear  and  the  Q-T  interval  prolong. 
The  changes  are  similar  to  those  of  hypokalemia  despite  a 
normal  serum  K level. 

Other  arrythmias  may  ensue  with  toxic  lithium  levels 
(>2-2.5  meq/L),  namely:  supraventricular  tachycardia, 
atrial  flutter,  ventricular  premature  beats  and  tachycardia 
(precipitated  or  aggravated),  RBBB,  AV  dissociation  and 
idioventricular  or  junctional  rhythm,  first  degree  AV  block 
and  P-R  interval  fluctuation.  Paroxysmal  left  bundle  branch 
block  has  been  seen.  Lithium  therapy  during  pregnancy  can 
produce  fetal  bradycardia  and  irregularity,  as  well  as  cyano- 
sis and  bradycardia  in  the  newborn  infant  with  T flattening 
and  inversion,  an  irregular  apical  beat,  blocked  antegrade 
conduction  and  Wenckebach  conduction  with  atrial  recipro- 
cal beats. 

The  characteristic  clinically  significant  cardiac  complica- 
tion is  sinus  node  dysfunction,  as  reported  in  a few  instances 
and  observed  in  my  patient.  This  syndrome  comprises  mar- 
ked irregular  sinus  rhythm  or  bradycardia  (to  20/min),  sinus 
arrest,  asystole  and  pauses  lasting  up  to  4.6-10  seconds,  and 
Wenckebach  or  Mobitz  II  sinoatrial  (SA)  block.  Paroxysmal 
atrial  fibrillation  with  a 7 sec.  period  of  asystole  (depression 
of  automaticity  of  subsidiary  pacemakers)  was  observed, 
and  a nodal  rhythm  with  retrograde  atrial  activation  and 
reciprocal  beats;  and  idioventricular  rhythm. 

His  bundle  studies  have  shown  abnormal  sinus  nodal 
recovery  times.  Atropine  and  exercise  may  or  may  not  aug- 
ment the  sinus  rate.  Carotid  sinus  masage  produced  asystole 
or  complete  A V block.  The  syndrome  can  occur  in  any  stage 
of  lithium  therapy,  as  initially,  after  many  years  or  during 

tOXicity.2  ’ " 21  27 

Electrophysiology 

The  effective  refractory  period  (of  atria),  repolarization, 
action  potential  (AP)  duration  (or  abbreviated)  and  conduc- 
tion times  are  prolonged  by  lithium.  AP  amplitude  falls,  and 
automaticity  of  subsidiary  pacemakers  depressed. 

Experimental  studies  in  animals  have  demonstrated:  a 
decreased  resting  membrane  potential  (RMP)  of  Purkinje 
fibers,  decreased  spontaneous  rate  of  phase  4 depolarization 
of  the  sinus  node  and  Purkinje  fibers,  decremental  conduc- 
tion, prolonged  intraventricular  and  AV  conduction  and 
changes  resembling  thoe  of  hyperkalemia.  The  SA  node 
effect  appears  to  be  selective  in  view  of  the  normal  P-R,  QRS 
and  A-H  intervals,  with  only  a slightly  prolonged  HV  inter- 

ygl  5 6 11  19  21  27 

Pathogenesis 

The  mechanism  for  SA  node  conduction  defects  is  obs- 
cure; there  may  be  alterations  in  calcium  ion  flux.^^  Lithium 
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levels  were  within  therapeutic  range  in  all  cases,  compatible 
with  a side  effect  rather  than  toxicity.  Lithium  enters  the 
myocardial  cell  during  depolarization  and  is  removed  slowly 
and  ineffectively  by  the  Na  pump,  tending  to  accumulate 
displacing  K outward  and  preventing  the  reentry  of  K diffu- 
sed from  the  cell  duringdepolarization.  This  results  in  aslow 
intracellular  depletion  of  K and  a decreased  Kic/Kec  ratio. 
This  renders  the  Na  pump  ineffective  causing  a gradually 
lower  RMP  and  impairment  of  conduction.  Lithium  is  an 
imperfect  substitute  for  K or  Na  ions  (Tilkian  1976  who  cites 
McKusick,  his  reference  23,  Habibzadeh  1977  who  cites 
Javik.'^  * Various  malignant  arrythmias  occur,  such  as 
asystole  and  ventricular  fibrillation. 

Lithium  may  inhibit  cyclic  AMP  and  thus  the  ionotrop- 
hic  effects  of  epinephrine  and  norepinephrine  and  sympat- 
hoadrenal response,  as  well  as  myocardial  carbohydrate 
metabolism  producing  metabolic  acidosis.  A direct  toxic 
myocardial  effect  is  suggested  by  the  two  ca.ses  of  myocardi- 
tis. The  infrequent  hypokalemia  can  increa.se  automaticity, 

gjj,  2,4-7  9,  1 1,  18,  19,  21,  26 

On  the  other  hand,  lithium  seems  to  possess  an  anti- 
arrythmic  effect  in  animals  (Horgan),  and  possibly  an  anti- 
coronary artery  disease  effect.^'® 

Management 

Lithium  may  be  decreased  or  discontinued  and  the  manic- 
depressive  psychosis  controlled  with  other  psychotrophic 
drugs  as  haloperidol.  The  ECG  should  be  monitored.  A tem- 
porary or  even  permanent  pacemaker  may  be  indicated  for 
bradyarrythmias. 

Congestive  heart  failure,  a decreased  GFR,  salt  restriction, 
renal  function  and  long-term  thiazide  diuretics  interfere  with 
the  renal  clearance  of  lithium,  so  the  dose  should  be  adjusted. 
Lithium  was  believed  to  be  contraindicated  if  cardiac  disease 
or  arrythmias  existed.  More  recent  recommendations  state 
that  it  is  safe  if  dose  adjustment  and  serum  levels  are  practiced. 
The  patient  and  family  should  be  educated  and  the  patient 
may  check  the  pulse.  Cardiac  evaluation  with  ECGs,  Holter 
monitoring  and  x-rays,  prior  to  and  during  therapy  may  be 
indicated.  Caution  is  recommended  in  patients  with  preexis- 
ting sinus  node  disease  or  myocardial  ischemia." 

Recently,  a comprehensive  review  of  the  cardiac  effects  of 
lithium  in  man  appeared  in  the  psychiatric  literature.^®  Lit- 
hium intoxication,  ventricular  arrythmias  (including  ventricu- 
lar fibrillation)  and  sinus  node  dysfunction  (especially  with 
aging)  at  therapeutic  levels  of  lithium  were  emphasized,  as  well 
as  right  anterior  hemiblock  and  acute  myocardial  infarction. 
Preventive  and  management  guidelines  were  covered. 

Resumen:  Los  efectos  de  litio  en  el  corazón  son  revisados  y 

se  reporta  el  caso  clínico  de  un  paciente  con  múltiples  arritmias 
incluyendo  el  Síndrome  del  Nodo  Sinusal  Enfermo,  el  cual  se  ha 
vinculado  con  el  uso  de  litio. 
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ARTICULOS  ESPECIALES 


El  Supergene  de 
Histocompatibilidad 

Eduardo  A.  Santiago  Delpin,  M.D. 

En  diciembre  de  1980  se  vieron  coronados  con  el  Premio 
Nobel  de  Medicina  y Fisiología  los  esfuerzos  investiga- 
tivos  y la  visión  abarcadora  de  tres  investigadores  que  ayu- 
daron a desenmarañar  el  tan  complejo  supergene  de 
histocompatibilidad.  Jean  Dausset  lo  ameritó  por  sus  con- 
tribuciones en  el  área  de  la  histocompatibilidad  humana. 
George  Snell  lo  recibió  por  sus  contribuciones  sobre  los 
genes  de  histocompatibilidad  en  el  ratón.  Baruj  Benacerraf 
por  sus  descubrimientos  de  la  relación  de  la  histocompatibi- 
lidad con  la  respuesta  inmunológica.  La  labor  de  estos  tres 
investigadores  y de  decenas  de  investigadores  más,  que  muy 
bien  debían  recibir  premios  de  talla,  es  un  ejemplo  de  colabo- 
ración científica  que  resultó  en  el  reconocimiento  de  princi- 
pios básicos  unificantes  de  un  sistema  que  se  caracteriza  por 
lo  opuesto;  polimorfismo  y heterogeneicidad.  Bernard 
Amos  y Paul  Terasaki  lograron  aunar  gente  y material  muy 
dispar  y organizarlos  en  hipótesis  manejables.  Jan  Klein, 
Noel  Rose,  Hugh  McDevitt,  F.  Kissmeyer-Nielsen,  Edmond 
Yunis,  Emil  Unanue,  Alistair  Cunningham,  R.  Zinchernagel, 
Eritz  Bach,  A.  Svejgaard,  Rose  Payne,  R.  Cepellini,  J.J.  Van 
Rood  miraron  con  distintas  perspectivas  lo  que  se  estaba 
descubriendo.  Peter  Gorer  fue  el  primero,  pero  murió  antes 
de  ver  la  disección  completa. 

Es  histocompatibilidad  un  supergene  por  el  tamaño  que 
ocupa  en  el  cromosoma;  seis  en  el  caso  del  humano.  Tam- 
bién es  un  supergene  porque  se  ha  mantenido  en  toda  su 
magnitud  y diversidad  a través  de  la  evolución  de  todos  los 
mamíferos  estudiados  y de  muchos  vertebrados  también.  Es 
un  supergene  porque  codifica  una  gran  cantiad  de  funciones 
relevantes  a reconocimiento,  respuesta  inmunológica,  y 
comunicación.  Finalmente,  es  un  supergene  porque  de  los 
sistemas  genéticos  conocidos  es  el  más  polimórfico  con  más 
de  cuarenta  alelos  conocidos  en  el  hombre  y cincuenta  y seis 
en  el  ratón.  En  un  reciente  Artículo  Especial,  el  Dr.  Pérez 
Comas  lo  menciona  como  parte  del  perfil  evaluativo  que  se 
hace  en  casos  de  determinación  de  filiación  y paternidad 
(Bol.  Asoc.  Med.  P.  Rico,  74:82,  1982).  Más  anteriormente 
nuestro  laboratorio  describió  el  perfil  histogénico  de  la 
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población  puertorriqueña  desde  el  punto  de  vista  antropoló- 
gico (Bol.  Asoc.  Med.  P.  Rico  72:59,  1980).  Pero  la  función 
principal  de  este  sistema  tan  complejo  obviamente  no  es 
facilitar  los  transplantes  o ciertas  determinaciones  médico- 
sociales.  A través  de  los  últimos  tres  años,  se  ha  visto  esta 
función  desde  distintos  puntos  de  vista,  y es  retrospecto, 
identificamos  cuatro  visiones  o paradigmas. 

Primero  fue  la  época  de  la  descripción  del  polimorfismo 
genético.  Esta  etapa  descriptiva,  el  primer  paso  siempre  en  el 
descubrimiento,  no  fue  mas  que  el  mirar  y rebuscar  y encon- 
trar e identificar,  cual  Linneus  zoólogo,  los  lugares  genéti- 
cos, sus  alelos,  las  células  que  expresaban  esta  función  en  su 
superficie,  y las  especies  en  las  cuales  podíamos  encontrar 
sistemas  similares.  En  esta  época  se  deslumbró  el  investiga- 
dor (además  de  confundirse)  con  la  gran  variabilidad  y 
polimorfismo. 

Ya  a fines  de  la  década  de  los  50  y los  comienzos  de  los 
1960s,  y con  los  avances  de  los  transplantes,  se  aplicó  la 
evaluación  de  los  sistemas  histogenéticos  a la  selección  de 
donantes  para  los  transplantes.  Se  encontró,  como  todos 
recordamos,  que  había  una  correlación  entre  cualquier  tipo 
de  transplante  incluyendo  piel,  riñón,  luego  hígado  y even- 
tualmente corazón,  en  todos  los  modelos  estudiados  (mari- 
nos y otros  roedores,  humanos,  etc.),  una  correlación  entre 
el  número  de  compatibilidades  con  la  sobrevida  de  estos 
injertos.  Se  encontró  otro  sistema  adicional:  el  del  lugar  que 
gobernaba  el  reconocimiento  y la  reactividad  del  linfocito  en 
cultivo  mixto,  y eventualmente,  el  descubrimiento  de  los 
antígenos  DR,  posible  expresión  molecular  del  vigor 
inmunológico. 

Enfatizó  mucho  el  usuario  clínico  la  correlación  de  la 
histocompatiblidad  con  los  tranplantes,  hasta  el  punto  que 
hubo  una  época  en  que  igualaron  éstos  y llegaron  a llamarse 
“antígenos  de  transplante”.  Esta  fue  la  segunda  etapa  de  la 
evolución  conceptual. 

Con  un  poco  más  de  pensamiento  se  hizo  evidente  a los 
investigadores  que  no  era  la  divina  intención  de  los  construc- 
tores del  universo  el  hacer  más  difícil  el  transplante,  y para- 
lelo a esta  introspección  se  encontró  en  varios  laboratorios  el 
rol  de  estos  antígenos  en  la  respuesta  inmunológica  y ésta  es 
la  tercera  etapa  conceptual.  De  aquí  surgieron  la  identifica- 
ción de  los  productos  llamados  Clase  1 (HLA-A,  B y C)  en 
todas  las  células  nucleadas  y su  función  al  ser  reconocidas 
por  células  inmunocompetentes  para  inducir  lisis  y daño 
durante  infecciones  virales.  Se  identificaron  los  productos 
Clase  2 que  incluyen  los  lugares  D yDR  en  el  humano,  y a los 
cuales  se  le  asignó  la  función  de  envolverse  en  el  vigor  de  la 
respuesta  inmunológica.  El  mecanismo  celular  eventual- 
mente se  descubrió  indicándose  que  llevaba  acabo  esta  fun- 
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cion  a través  de  la  comunicación  intercelular  entre  células 
inmunocompetentes,  incluyendo  macrófago  y las  distintas 
poblaciones  de  células  T y B.  Para  esta  época  más  o menos  se 
descubrió  la  relación  estrecha  que  existe  entre  algunasenfer- 
medades  y el  sistema  de  histocompatibilidad,  lo  cual  daba 
más  peso  a la  hipótesis  de  que  la  función  principal  estaba  en 
regular  la  respuesta  inmune  y en  protegernos  y/o  hacernos 
susceptibles  a algunas  enfermedades.  Evidencia  en  el  ratón 
con  su  gene  de  respuesta  inmune  (“IR  Gene”)  también  dió 
peso  a esta  hipótesis  de  reactividad  inmunológica. 

No  obstante,  el  hecho  de  que  aparecen  en  todas  las 
células  nucleadas  los  productos  Clase  I,el  hecho  de  la  coope- 
ración intercelular  en  el  sistema  inmunológico,  y de  comuni- 
cación intercelular  durante  diferenciación,  además  de  otros 
factores  tales  como  niveles  de  hormonas,  hormonas  intrace- 
lulares,  reactividad  de  hormonas  con  las  membranas  y otra 
serie  de  funciones,  obligó  a considerar  un  cuarto  concepto 
funcional  para  estas  moléculas,  la  de  reconocimiento  propio 
y facilitar  la  comunicación  intercelular,  a la  misma  vez  y sin 
restarle  función  al  rol  de  comunicación  intercelular  para 
montar  una  respuesta  inmunológica  adecuada.  Tenía  que  ser 
obvio  que  la  función  para  un  supergene  fuera  una  función 
abarcadora  y universal.  Ecce,  el  paradigma  de  hoy. 

Desde  el  punto  de  vista  práctico,  los  clínicos  seguimos 
utilizando  estos  sistemas  para  facilitar  ciertas  tareas  clínicas. 
En  el  caso  del  transplante  la  tipificación  de  tejidos  nos 
permite  seleccionar  los  pares  más  afines,  idénticos  ideal- 
mente, para  mejorar  los  resultados.  En  el  caso  de  filiación  y 
paternidad,  este  sistema  es  tan  heterogéneo  y complejo  que 
permite  discriminar  casi  hasta  un  95%  la  exclusión  de  pater- 
nidad y,  al  añadírsele  otros  sistemas  genéticos,  se  puede 
entretener  el  concepto  antes  impermisible  de  probabilidad 
de  inclusión  de  paternidad.  Desde  el  punto  de  vista  de  las 
enfermedades,  sigue  siendo  interesante  la  asociación  que 
existe  entre  algunas  enfermedades  y alelos  específicos  del 
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sistema  inmunológico.  La  asociación  con  la  espondilitis 
anquilosante  y el  HLA-B27  es  bien  conocida  y prácticamente 
todos  los  laboratorios  de  histocompatibilidad  estamoscom- 
parando  y estudiando  a profundidad  las  distintas  enferme- 
dades. En  Puerto  Rico  hemos  descubierto,  en  colaboración 
con  la  Sra.  Edna  Nettieship  y el  Dr.  Rodrigo  Menéndez 
Corrada  la  asociación  de  esprú  tropical  y los  productos 
genéticos  del  lugar  HLA-W19  (29,  30,  31,  32,  33),  estudio 
que  ha  sido  sometido  para  publicación.  Y finalmente  es  un 
arma  interesantísima  para  estudiar  los  orígenes  antropológi- 
cos de  las  poblaciones.  En  colaboración  con  Everett  Spees  de 
la  Universidad  John  Hopkins  y de  la  Sra.  Edna  Nettieship 
hemos  estudiado  nuestro  perfil  el  cual  evidencia  gran 
influencia  de  la  raza  blanca  europea  y la  raza  negra  africana. 
Este  estudio  ha  sido  expandido  a 800  casos  y estamos  reeva- 
luando nuestras  estadísticas  para  someter  una  publicación 
con  más  peso. 

En  Puerto  Rico, el  primerlaboratoriodehistocompatibi- 
lidad  se  desarrolló  en  el  laboratorio  del  Hospital  de  Vetera- 
nos donde  llevábamos  acabo  primordialmente  funcionesde 
histocompatibilidad  para  transplante.  La  asistencia  de  los 
Institutos  Nacionales  de  Salud  permitió  el  desarrollar  los 
paneles  de  suero  que  se  requieren  para  estos  estudios.  Más 
recientemente,  ya  hace  un  año,  hemos  desarrollado  un 
Laboratorio  de  Histocompatibilidad  como  parte  de  los  • 
Laboratorios  de  Inmunología  del  Departamento  de  Patolo- 
gía del  Recinto  de  Ciencias  Médicas.  En  esta  nueva  localiza- 
ción se  han  expandido  las  funciones  para  incluir  pruebas  de 
filiación  y paternidad,  tipificación  para  transplantes  de 
riñón  y otros  órganos,  estudios  antropológicos,  estudios  de 
HLA  y enfermedad  e investigación  fundamental. 

Entendemos  que  el  campo  está  apenas  comenzando  y 
que  las  posibilidades  de  entrar,  interactuar,  conocer  y disec- 
tar  este  supergene  todavía  parece  ser  obra  interesante, bene- 
ficiosa y placentera. 
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Sección  de 
Autoevaluación 


ELECTROCARDIOGRAFIA 

PEDIATRICA 


JLT  es  un  niño  de  3 años  de  edad  referido  para  evaluación 
cardiovascular  por  un  ritmo  irregular  detectado 
durante  un  examen  rutinario  por  su  Pediatra.  El  historial 
pasado  no  es  significativo,  y en  el  momento  del  examen  el 
niño  se  encuentra  asintomático.  En  la  exploración  clínica  el 
único  hallazgo  positivo  es  su  ritmo  cardíaco  irregular.  La 
radiografía  de  tórax  fue  negativa,  y el  único  hallazgo  signifi- 
cativo en  su  electrocardiograma  se  ilustra  a continuación: 
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El  electrocardiograma  revela: 

a)  bloqueo  A-V  de  primer  grado 

b)  bloqueo  A-V  completo  2:1 

c)  bloqueo  de  segundo  grado  (Mobitz  I) 

d)  bloqueo  sino-atrial 

e)  arresto  sino-atrial 

Respuesta:  d)  Bloqueo  Sino-Atrial 

Análisis  del  Trazado 

Se  aprecia  un  ritmo  sinusal  irregular  con  complejos  QRS 
de  configuración  normal.  Los  intervalos  PR  son  de  duración 
normal  (0.14  see.)  al  igual  que  el  QRS  y QT.  No  hay  disocia- 
ción atrio-ventricular.  La  duración  de  los  intervalos  R-Res 
de  0.66  y de  1.32  see.  en  las  pausas. 


Discusión 

En  el  bloqueo  sino-atrial  el  impulso  se  forma  de  la 
manera  usual  en  el  nodo  sinusal  sin  embargo  su  conducción 
a los  atrios  es  bloqueada  a nivel  de  la  confluencia  sino-atrial. 
Es  por  ello  que  ocasionalmente  no  esté  presente  un  complejo 
P-QRS-T.  En  el  bloqueo  sino-atrial  es  característico  el  que  el 
intervalo  R-R  de  la  pausa  sea  exactamente  el  doble  del 
intervalo  entre  dos  latidos  sinusales  normales.'  Debe  men- 
cionarse que  es  más  frecuente  el  que  la  pausa,  que  se  produce 
por  el  impulso  que  no  logró  penetrar  el  tejido  de  la  unión 
sino-atrial,  sea  ligeramente  más  corta  que  la  de  dos  ciclos 
P-P  consecutivos.  Esto  se  debe  a que  el  primer  impulso 
sinusal  que  le  sigue  al  impulso  bloqueado  se  conduce  a través 
de  los  tejidos  sino-atriales  más  rápido  que  el  impulso  sinusal 
previo  al  bloqueado. 

Puede  diferenciarse  entre  bloqueo  sinusal  y pausa  sinusal 
por  el  hecho  de  que  en  la  pausa  sinusal  la  duración  de  la 
pausa  no  es  un  múltiplo  del  intervalo  P-P  usual  sino  que  éste 
es  muy  variable.  Estos  ciclos  largos  pueden  cualificarse  espe- 
cificando su  duración,  por  ejemplo:  “una  pausa  sinusal  de 
2.08  segundos”  etc.^ 

En  el  arresto  sinusal  la  formación  del  impulso  en  el 
nodulo  sinusal  cesa  por  completo  durante  un  período  pro- 
longado de  tiempo. 

Situaciones  Clínicas 

El  bloqueo  sino-atrial,  la  pausa  sinusal,  y aún  el  arresto 
sinusal  pueden  verse  en: 

a)  personas  normales  con  hipertonía  vagal 

b)  personas  normales  con  seno  carotideo  hipersensitívo 

c)  afectación  del  nodo  sinusal  por  miocardiopatía  o enfer- 
medad coronaria. 

d)  intoxicación  por  exceso  de  digital  o quinidina,  así  como 
por  hiperkalemia. 
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ELECTROCARDIOGRAM 
OF  THE  MONTH 


Charles  D.  .luhnson,  M.I). 


Case  2 - I'iKures  3 and  4 


Case  I 


The  electrocardiogram  (ECG)  and  vectorcardiogram 
(VCG)  shown  below  (fig.  1 and  2)  are  those  of  a 13-year-old 
male  with  mitral  valve  disease  (MVD)  secondary  to  rheumatic 
heart  disease.  He  was  taking  digoxin,  0.25  mg.  daily. 


Figure  I 


Figure  2 


UPR  School  of  Medicine.  Section  of  Cardiology,  Rio  Piedras,  Puerto 
Rico  00936. 


The  following  traces  were  obtained  from  a 59-year-old 
female  not  taking  digitalis. 


Questions 

1.  What  are  the  electro-vectorcardiographic  diagnoses? 

2.  What  are  the  likely  clinical  diagnoses? 


Answers 

Case  1.  The  ECG  and  VCG  demonstrate  sinus 
rhythm,  right  axis  deviation  (RAD),  biatrial  enlarge- 
ment and  type  C right  ventricular  hypertrophy  (RVH). 
The  RAD,  the  r and  shallow  S waves  in  lead  V,,  deep  S 
waves  in  ¥2,5,  r S complex  in  V^,  S wave  in  aVL  deeper 
than  in  aVR,  the  counterclockwise  (CCW)  long  oval. 
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posterior  rightward  horizontal  (H)  loop  containing 
more  than  20%  of'  the  total  QRS  loop  area,  and  the 
clockwise  (CW)  right  inferior  frontal  (F)  loop  contai- 
ning more  than  20%  of  the  total  loop  area,  denote  the 
type  C RVH. 

The  broad  notched  P waves  which  are  large  biphasic 
in  V,  appear  as  a large  CCW  anteriorand  posterior  loop 
with  initial  and  afferent  slowing  in  the  H plane,  and  asa 
CW  bell-shaped  loop  in  the  right  sagittal  (RS)  plane.  T 
waves  are  inverted  in  V,  4.  lead  Z and  diphasic  in  V5  (--H 
in  V4  5 ),  manifesting  a long  left  posterior  quadrant  CW 
T loop  with  abnormal  velocity  of  inscription  in  the  H 
plane.  This  represents  an  abnormal  T wave  and  loop, 
compatible  with  RVH. 

Type  C RVH  represents  the  “rS”  (or  rSr’)  type  of 
RVH  showing  posterior  and  rightward  displacement  of 
the  terminal  portion  of  the  QRS  loop  with  normal  direc- 
tion of  inscription.  It  resembles  left  posterior  hemi- 
block.  The  ST-T  loop  is  usually  normal  CCW  or  CW  in 
the  H plane.  Type  C RVH  occurs  classically  in  emphy- 
sema with  cor  pulmonale,  MVD  and  secundum  atrial 
septal  defect.  It  has  been  observed  also  in  congenital 
absence  of  the  left  pericardium.  Usually  this  type  of 
hypertrophy  is  slight  to  moderate  anatomically,  particu- 
larly involving  the  cristae  supraventricularis  and  out- 
flow tract  of  the  right  ventricle. 

Case  2.  Acute  anterolateral  and  inferior  myocardial 
infarctions.  The  QRS  axis  is  - 45  degrees.  ST  segments 
are  elevated  in  leads  11,111,  a VF,  Vj.^  and  the  T waves 
diphasic  in  leads  11,  111,  aVF  and  QS,  Qr  or  QR 
complexes  are  noted  in  these  same  leads.  No  Q is  present 
in  aVL. 

The  VCG  QRS  loop  is  mainly  a CW  rightwardly 
displaced  loop  in  the  H plane,  indicating  loss  of  anterior 
and  leftward  forces.  The  total  loop  is  located  superiorly 
in  the  RS  and  F (CW)  planes  indicating  loss  of  inferior 
forces.  The  initial  rightward  vector  in  the  F plane 
reflects  the  lateral  component  of  the  infarctions.  A 
reversal  of  the  CW  inscription  of  the  QRS  in  the  RS 
plane  to  CCW,  is  often  associated  with  an  infarct  of  the 
adjacent  anterior  wall  as  present  in  this  case.  The  T loop 
is  leftward,  inferior  and  anterior. 

Some  vectorcardiographic  criteria  for  the  diagnosis 
of  these  infarctions  are: 

Anterolateral:  1)  Normal  initial  anterior  septal  forces, 
2)  initial  rightward  QRS  forces >0.022  S,  3)  efferent 
limb  of  H plane  QRS  loop  inscribed  CW,  4)  initial  right- 
ward  QRS  forces  >0.16  mV,  5)  maximum  F plane  QRS 
vector>40°,  QRS  loop  inscribed  CCW. 

Inferior:  1)  Initial  superior  QRS  forces ;>0.025  S,  2) 
initial  superior  QRS  forces  0.02  S,  maximum  left  supe- 
rior forces;>0.25  - .3  mV,  3)  maximum  F plane  QRS 
vector  < 10°,  efferent  limb  of  F QRS  loop  inscribed  CW, 
4)  bites  in  afferent  limb  of  F QRS  loop. 
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STATE  UNIVERSITY  MEDICAL  SCHOOL 
FACULTY  NOT  IMMUNE  FROM  SUIT 


Physicians  who  were  full-time  members  of  a state  univer- 
sity medical  school  faculty  and  its  hospital  staff  were  not 
immune  from  suits  for  negligence,  the  Virginia  Supreme 
Court  ruled. 

In  two  negligence  suits,  the  physicians  were  granted  immu- 
nity by  a trial  court.  On  appeal,  the  cases  were  consolidated 
because  the  issues  involved  were  identical. 

The  physicians  received  no  compensation  for  patient  care 
other  than  their  salaries  from  the  university.  The  patients 
contended  that  the  physicians  were  independent  contractors 
and  did  not  act  as  agents  or  servants  of  the  state  under  instruc- 
tions from  superiors  but  individually  and  under  their  own 
responsibility.  They  argued  that  under  such  circumstances 
they  were  not  immune  from  liability  for  their  own  negligence 
under  the  doctrine  of  sovereign  immunity. 

The  physicians  contended  that  in  treating  the  patients  they 
were  performing  a discretionary  act  within  the  scope  of  their 
employment  and  were  entitled  to  the  protection  of  the  immu- 
nity of  the  state. 

The  court  said  that  when  a physician  agreed  to  treat  or 
operate  on  a patient  the  relationship  became  the  personal  and 
confidential  one  of  physician  and  patient  and  not  of  state  and 
patient.  The  exercise  of  the  physicians’  professional  skill  and 
judgment  in  treating  patients  and  the  means  used  were  not 
subject  to  the  control  and  direction  of  others,  the  court  said. 

The  court  said  further  that  the  only  interest  the  state  had  in 
affording  immunity  to  physicians  practicing  in  state  hospitals 
was  the  probability  of  an  increase  in  malpractice  insurance 
costs  if  such  immunity  was  denied.  The  court  did  not  find  this 
to  be  such  a compelling  state  interest  as  to  justify  denying 
patients  the  right  to  assert  claims  against  physicians  for  negli- 
gent treatment. 

Finding  that  failure  to  use  reasonable  care  in  treatment  of 
patients  was  a violation  of  the  physicians’  duty  to  patients  and 
a departure  from  a condition  of  their  employment,  the  court 
held  that  they  were  not  entitled  to  invoke  the  doctrine  of 
sovereign  immunity.  The  court  reversed  the  trial  court’s  deci- 
sion and  sent  the  case  back  for  further  proceedings.  — James  v. 
Jane.  282  S.E.  2d  864  (Va.  Sup.  Ct.,  June  6,  1980). 
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BLOOD  BANK  LIABLE 
FOR  SERUM  HEPATITIS 


A blood  bank  was  strictly  liable  toa  patient  who  contrac- 
ted hepatitis  after  a blood  transfusion,  the  Louisiana  Supreme 
Court  ruled. 

The  patient  received  three  units  of  blood  in  conjunction 
with  surgery  and  postoperative  care  in  February  1973.  About 
a month  later  her  physician  diagnosed  her  condition  as  Type  B 
serum  hepatitis.  One  of  the  three  donors  of  the  blood  she 
received  was  a paid  donor  who  was  subsequently  rejected  as  a 
donor  because  of  a positive  reaction  to  a hepatitis  test.  He  also 
had  a hitory  of  mental  disease  and  syphilis.  He  did  not  answer 
correctly  the  screening  questionnaire  on  VD.  A trial  court 
dismissed  the  patient’s  action  against  the  blood  bank,  and  an 
appellate  court  affirmed. 

On  appeal,  the  Supreme  Court  agreed  that  the  blood  bank 
was  not  negligent  in  obtaining,  processing  and  storing  the 
blood.  However,  the  court  imposed  strict  liability  on  the  blood 
bank  because  the  blood  was  unreasonably  dangerous  to  nor- 
mal use.  Finding  the  patient’s  injury  caused  by  the  defective 
blood,  the  Supreme  Court  ignored  a statute  that  made  the 
rules  governing  waranties  not  applicable.  Blood  was  conside- 
red a service,  not  a product,  and  warranties  of  merchantability 
and  fitness  for  use  did  not  apply  by  statute.  The  court  said  that 
provision  did  not  relieve  blood  banks  from  strict  liability.  The 
case  was  remanded  for  a determination  of  the  amount  of 
damages. 

Three  justices  dissented,  saying  that  the  modification  of 
the  warranty  statute  was  a clear  indication  that  the  legislature 
did  not  want  to  impose  strict  liability  on  blood  banks  for 
contaminated  blood,  since  state  of  the  art  testing  at  the  time 
could  detect  only  20-30  per  cent  of  the  hepatitis.  — DeBattista 
V.  Argonaut-Southwest  Insurance  Company,  403  So.  2d  26  (La. 
Sup.  Ct.,  June  22,  1981;  rehearing  denied.  Sept.  18,  1981). 


SERUM  HEPATITIS  SUIT 
BARRED  BY  TIME  LIMITS 


A suit  by  a patient  who  contracted  serum  hepatitis  after  a 
blood  transfusion  was  barred  by  the  statute  of  limitations,  a 
Michigan  appellate  court  ruled. 

On  February  18,  1976,  the  patient  received  a transfusionas 
an  inpatient  in  a hospital.  On  the  same  day,  a physician  infor- 
med her  that  at  least  one  of  the  units  of  platelets  she  had 
received  was  infected  with  serum  hepatitis  and  that  she  would 
probably  contract  the  disease.  On  July  23,  1976,  the  patient 
was  readmitted  to  the  hospital,  and  on  August  2,  1976,  she  was 
discharged  with  a diagnosis  of  severe  serum  hepatitis,  which 
developed  into  chronic  hepatitis. 


Hit!,  (xíx.  \hil.  P Rico-  \o\'u'níhn’  I9S2 

On  October  9.  1979,  the  patient  filed  a complaint  against 
the  blood  supplier,  alleging  that  it  had  furnished  all  the  plate- 
lets that  were  given  to  her  in  the  hospital.  The  supplier  had  not 
discovered  the  blood  donor’s  history  of  serum  hepatitis 
because  the  donor’s  name  had  been  misspelled  and  cross- 
matched  with  someone  who  had  no  such  history.  The  supplier 
had  informed  the  hospital  upon  learning  of  the  error. 

The  supplier  moved  for  a accelerated  judgment,  conten- 
ding that  the  patient’s  claim  was  barred  by  the  statute  of 
limitations.  The  trial  court  granted  the  motion. 

On  appeal,  the  court  found  that  the  claim  was  barred  by 
both  the  three-year  statute  of  limitations  for  negligence  and 
the  two-year  statute  for  malpractice.  The  court  found  that  the 
three-year  limitation  period  began  to  run  no  later  than  August 
2,  1976,  when  the  patient  was  given  the  blood  and  informed 
was  given  the  blood  and  informed  that  it  was  diseased.  The 
patient  contended  that  her  cause  of  action  did  not  accrue  until 
she  knew  of  the  supplier’s  involvement  with  the  platelets.  The 
court  said  that  the  accrual  date  was  not  delayed  until  the 
patient  learned  the  identity  of  the  party  that  might  ultimately 
be  liable  for  her  injuries. 

As  to  the  two-year  limitation  for  malpractice,  the  court 
said  that  it  required  commencement  of  suit  within  two  years 
after  discontinuance  of  treatment  or  within  six  months  after 
the  alleged  malpractice  was  or  should  have  been  discovered. 
The  patient  knew  as  early  as  February  18,  1976  that  she  had 
received  diseased  blood.  Treatment  was  discontinued  before 
August  2,  1976.  Therefore,  the  claim  was  also  barred  under  the 
time  of  discovery  rule,  which  applied  to  the  discovery  of  the 
identity  of  the  party  allegedly  liable  for  the  injuries.  — Lefever 
V.  American  Red  Cross.  310  N.W.2d  278  (Mich.  Ct.  of  App., 
July  27,  1981). 


SUIT  FOR  BREECH  BABY’S 
BIRTH  INJURIES  SHOULD 
NOT  HAVE  BEEN  DISMISSED 


A jury  erred  in  finding  a physician  not  liable  for  negligence 
in  handling  a breech  childbirth,  a Louisiana  appellate  court 
ruled. 

The  child  suffered  a brachial  plexus  injury  resulting  in  Erb’s 
palsy,  permanent  nerve  damage  to  the  right  shoulderand  right 
arm,  limited  use  of  a few  muscles  of  the  right  arm  and  paralysis 
of  the  other  muscles  and  a head  injury.  The  mother  had 
undergone  a prior  breech  birth,  so  her  treating  physician 
arranged  to  have  a specialist  on  hand. 

The  mother’s  condition  prior  to  birth  showed  several  indi- 
cations that  complications  were  imminent:  plus-two  edema, 
pre-eclampsia  and  pre -diabetic.  The  treating  physir-an  waited 
too  long  to  begin  a cesarean  section.  The  fetus  nad  already 
begun  to  move  down  the  birth  canal  and  into  the  impacted 
shoulder  position. 

After  a trial  by  jury,  the  court  dismissed  the  case.  Rever- 
sing the  decision,  the  appellate  court  said  it  was  appalled  by  a 
jury’s  verdict  for  the  physician.  The  court  said  this  case  was 
one  of  that  rare  genus  and  species:  manifestus  erroneous.  The 
physician’s  liability  was  clear  and  the  jury  verdict  was  mani- 
festly erroneous. 

The  court  said  an  award  of  $125,000  would  be  adequate 
compensation  for  the  permanent  disabilities  suffered  by  the 
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child.  The  court  noted  that  the  policy  limits  on  the  physician’s 
malpractice  insurance  were  $100,000.  — Bunch  v.  Mercy  Hospi- 
tal of  New  Orleans.  404  So.  2d  520  (La  Ct.  of  App.,  Sept.  10, 
1981;  rehearing  denied,  Oct.  20,  1981). 


HOSPITAL  LIABLE  FOR  DEATH 
OF  NEWBORN  INFANT 

A hospital  was  liable  for  $147,361.83  in  damages  for  the 
wrongful  death  of  an  infant  and  personal  injuries  to  its  mot- 
her, an  Oklahoma  appellate  court  ruled. 

The  mother  entered  the  hospital  to  deliver  twins.  Her 
physician  telephoned  orders  that  she  was  to  have  an  enema, a 
shower  and  two  cc’s  of  penicillin.  A nurse  gave  her  the  enema 
and  placed  her  on  the  commode,  then  turned  on  the  shower 
and  left  to  get  the  penicillin.  The  patient  started  into  the 
shower,  but  jerked  back  when  she  found  it  was  too  hot.  She 
felt  a baby  coming  and  tried  to  catch  it  but  failed.  The  baby  fell 
to  the  floor,  landing  on  its  head.  She  called  out  for  help  but  no 
one  came  for  about  five  minutes.  Although  the  other  twin  was 
born  healthy,  the  baby  that  fell  died. 

The  patient  brought  an  action  against  her  physician,  the 
nurse  and  the  hospital  for  damages  for  the  wrongful  death  of 
her  child  and  for  injuries  to  herself.  She  had  fallen  and  hit  her 
back  on  the  commode  during  the  shower  episode.  The  case 
was  dismissed  as  to  the  physician.  A jury  found  in  favor  of  the 
nurse  on  both  claims  but  against  the  hospital,  and  awarded  the 
patient  $5 1,072.50  for  her  injuries  and  $96,289.33  for  the  death 
of  her  child. 

Affirming  the  decision,  the  court  said  that  the  evidence 
supported  a case  of  negligence  against  the  hospital.  The  admis- 
sion of  an  8”  X 10”  color  photograph  of  the  child  in  a casket  at 
the  funeral  service  was  not  an  abuse  of  discretion,  the  court 
said.  The  photograph  was  offered  to  show  that  the  baby’s 
forehead  was  bruised  and  to  corroborate  her  testimony  that 
the  baby  was  born  alive.  The  amount  of  the  verdict  for  perso- 
nal injuries  was  not  excessive,  even  though  the  patient  had 
only  $72.50  in  actual  medical  expenses,  the  court  said.  — Story 
V.  McCurtain  Memorial  Medical  Management.  Inc.  634  P.  2d 
778  (Okla.  Ct.  of  App.,  Sept.  1,  1981)'. 


NEW  TRIAL  FOR  SUIT  FOR  ALLERGIC 
REACTION  TO  DRUG  PRESCRIBED  BY  MD 


A trial  court  should  not  have  entered  judgment  tor  a 
physician  who  was  allegedly  negligent  in  prescribing  a sulta- 
containing  drug  for  a patient  who  was  allergic  to  sulla  drugs, a 
Georgia  appellate  court  ruled. 

On  September  9,  1974,  the  patient  went  to  her  gynecologist 
fora  routine  gynecological  checkup.  He  prescribed  AVC  vagi- 
nal suppositories,  a sulfa-containing  drug,  he  did  notask  her  it 
she  was  allergic  to  sulfa  drugs.  The  patient  had  the  prescrip- 
tion filled  and,  as  instructed,  inserted  one  of  the  suppositories 
at  bedtime.  The  next  morning  she  felt  weak  and  jittery  but 
went  to  another  physician’s  office  for  regularly  scheduled 
desensitization  injection. 

Later  that  afternoon  she  felt  weaker  and  noticed  red 
splotches  on  her  legs.  She  drove  back  to  the  ottice  of  her 
general  practitioner.  There  she  suffered  an  acute  anaphylactic 

354 


b 

óOO  mg  Tablets 


The  Upjohn  Company  • Kalamazoo,  Michigan  49001  USA 


>9043^  Xily1981 


Good  mornings 
start  with  restful  nights. 


Dcdmane  (ñurazepam  HCI/Roche) 

patients  M asleep  faster, 
sleep  longer  and  seldom  awaken 
with  morning  hangover. 

Feeling  well  rested  in  the  morning  usually  means 
having  slept  well  the  night  before.  And  for  insomniac 
patients  receiving  hypnotic  therapy,  a good  morning  also 
means  awakening  with  few  side  effects  from  their  medica- 
tion. Many  physicians  choose  Dalmane  for  their  patients 
who  suffer  from  insomnia  for  this  very  reason. 

Aside  from  enabling  patients  to  fall  asleep  more 
quickly  and  sleep  longer,  Dalmane  seldom  causes  morning 
hangover.  Most  Dalmane  patients  feel  alert  and  refreshed 
when  they  awaken.  In  53  paired-night  clinical  studies 
comparing  Dalmane  and  placebo  in  2010  insomniac 
patients  with  a variety  of  secondary  diagnoses,  most 
Dalmane  patients  awakened  more  alert  and  refreshed,  and 
less  groggy  and  drowsy,  than  on  nights  when  they  had 
taken  only  placebo.'  In  a double-blind  crossover  study  of 


42  patients  in  private  practice,  approximately  three  times 
as  many  patients  reported  feeling  refreshed  and  alert  upon 
awakening  after  a night  on  Dalmane  (flurazepam/ Roche) 
compared  to  placebo  nights. ^ This  difference  was  highly 
significant  (p<0.001).  And  a retrospective  study  of  25^ 
hospitalized  patients  who  received  Dalmane  revealed  onl) 
a 3.1%  incidence  of  side  effects.’ 

While  residual  effects  from  Dalmane  therapy  are 
infrequent,  patients  should  be  cautioned  about  drinking 
alcohol,  driving  or  operating  hazardous  machinery  after 
ingesting  the  drug. 

Efficacy  and  safety  in  a broad 
range  of  patient  types. 

Over  2000  clinical  trials  involving  more  than 
10,000  patients  have  shown  that  Dalmane  patients  fall 
asleep  sooner,  sleep  longer  and  experience  fewer  nocturna 
awakenings.''  The  safety  and  efficacy  of  Dalmane  have 
been  demonstrated  in  medical  and  surgical  hospitalized 
patients,  in  patients  seen  in  office  practice  and  in  elderly 
patients.’  ® Since  the  risk  of  oversedation,  dizziness,  confu- 
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Sion  and/or  ataxia  increases  with  larger  doses  in  the  elder- 
ly, it  is  recommended  that  the  dosage  be  limited  to  15  mg. 

Moreover,  the  efficacy  and  safety  of  Dalmane  for  the 
treatment  of  insomnia  have  been  demonstrated  in  thou- 
sands of  patients  with  a variety  of  primary  medical  condi- 
tions, including  cardiovascular,  neuropsychiatric,  endocrine- 
metabolic,  gastrointestinal,  genitourinary,  respiratory  and 
musculoskeletal  disorders.'  Dalmane  (flurazepam  HCl/Roche) 
is  contraindicated  in  pregnancy  and  in  patients  hypersensi- 
tive to  the  drug. 

Avoids  rebound  insomnia 
upon  discontinuation. 

Rebound  insomnia— a worsening  of  sleep  beyond 
pretherapy  levels  after  drug  discontinuation— has  been 
reported  as  a potential  clinical  problem  with  some  hypnot- 
ics.However,  this  problem  has  not  been  reported  with 
Dalmane.  In  eight  out  of  eight  sleep  laboratory  studies, 
there  were  no  reports  of  rebound  insomnia. ' ‘ When  you 
prescribe  Dalmane,  you  can  be  confident  of  efficacy  that 
enhances  therapeutic  progress.  Your  insomniac  patients  can 
be  assured  of  a restful  night,  night  after  night— a good  start 
for  a good  morning. 
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for  efficacy  from  the  beginning 
to  the  end  of  therapy 

15-mg/30-mg  capsules 
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Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 
Indications:  Effective  in  all  types  of  insomnia  charac- 
terized by  difficulty  in  falling  asleep,  frequent  nocturnal 
awakenings  and/or  early  morning  awakening;  in 
patients  with  recurring  insomnia  or  poor  sleeping  habits; 
in  acute  or  chronic  medical  situations  requiring  restful 
sleep.  Objective  sleep  laboratory  data  have  shown 
effectiveness  for  at  least  28  consecutive  nights  of 
administration.  Since  insomnia  is  often  transient  and 
intermittent,  prolonged  administration  is  generally  not 
necessary  or  recommended.  Repeated  therapy  should 
only  be  undertaken  with  appropriate  patient  evaluation. 
Contraindications:  Known  hypersensitivity  to  fluraze- 
pam  HCI;  pregnancy.  Benzodiazepines  may  cause  fetal 
damage  when  administered  during  pregnancy.  Several 
studies  suggest  an  increased  risk  of  congenital  malforma- 
tions associated  with  benzodiazepine  use  during  the  first 
trimester.  Warn  patients  of  the  potential  risks  to  the 
fetus  should  the  possibility  of  becoming  pregnant  exist 
while  receiving  flurazepam.  Instruct  patient  to  discon- 
tinue drug  prior  to  becoming  pregnant.  Consider  the 
possibility  of  pregnancy  prior  to  instituting  therapy. 
Warnings:  Caution  patients  about  possible  combined 
effects  with  alcohol  and  other  CNS  depressants.  An 
additive  effect  may  occur  if  alcohol  is  consumed  the 
day  following  use  for  nighttime  sedation.  This  potential 
may  exist  for  several  days  following  discontinuation. 
Caution  against  hazardous  occupations  requiring  com- 
plete mental  alertness  (e.g. , operating  machinery,  driv- 
ing) Potential  impairment  of  performance  of  such 
activities  may  occur  the  day  following  ingestion.  Not 
recommended  for  use  in  persons  under  15  years  of 
age.  Though  physical  and  psychological  dependence 
have  not  been  reported  on  recommended  doses, 
abrupt  discontinuation  should  be  avoided  with  gradual 
tapering  of  dosage  for  those  patients  on  medication  for 
a prolonged  penod  of  time.  Use  caution  in  adminis- 
tering to  addiction-prone  individuals  or  those  who 
might  increase  dosage. 

Precautions:  In  elderly  and  debilitated  patients,  it  is 
recommended  that  the  dosage  be  limited  to  1 5 mg  to 
reduce  risk  of  oversedation,  dizziness,  confusion  and/or 
ataxia.  Consider  potential  additive  effects  with  other 
hypnotics  or  CNS  depressants.  Employ  usual  precau- 
tions in  severely  depressed  patients,  or  in  those  with 
latent  depression  or  suicidal  tendencies,  or  in  those 
with  impaired  renal  or  hepatic  function. 

Adverse  Reactions:  Dizziness,  drowsiness,  lighthead- 
edness. staggering,  ataxia  and  falling  have  occurred, 
particularly  in  elderly  or  debilitated  patients.  Severe 
sedation,  lethargy,  disorientation  and  coma,  probably 
indicative  of  drug  intolerance  or  overdosage,  have  been 
reported.  Also  reported:  headache,  heartburn,  upset 
stomach,  nausea,  vomiting,  diarrhea,  constipation.  GI 
pain,  nervousness,  talkativeness,  apprehension,  irritabil- 
ity, weakness,  palpitations,  chest  pains,  body  and  joint 
pains  and  GU  complaints.  There  have  also  been  rare 
occurrences  of  leukopenia,  granulocytopenia,  sweating, 
flushes,  difficulty  in  focusing,  blurred  vision,  burning 
eyes,  faintness,  hypotension,  shortness  of  breath,  pruri- 
tus, skin  rash,  dry  mouth,  bitter  taste,  excessive  saliva- 
tion. anorexia,  euphoria,  depression,  slurred  speech, 
confusion,  restlessness,  hallucinations,  and  elevated 
SGOT  SGPT,  total  and  direct  bilirubins,  and  alkaline 
phosphatase;  and  paradoxical  reactions,  e.g. , excite- 
ment. stimulation  and  hyperadiVity. 

Dosage:  Individualize  for  maximum  beneficial  effect. 
Adulls:  30  mg  usual  dosage;  15  mg  may  suffice  in 
some  patients.  Elderly  or  debililaled  patients:  1 5 mg 
recommended  initially  until  response  is  determined. 
Supplied:  Capsules  containing  15  mg  or  30  mg 
flurazepam  HCI. 
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This  ad 
is  for  all  those 
who  ever  wonder 
where  the 
money  goes. 


Her  name  is  Dana.  And, 
she  was  born  with  impaired 
hearing.  But  this  year,  thanks 
to  the  therapy  she  will  receive 
at  her  local  hearing  and  speech 
center,  she’ll  be  able  to  clearly 
hear  the  world  around  her  for 
the  first  time. 

If  you’re  from  her  home- 
town, your  gift  to  your  local 
United  Way  went  to  help  make 
this  possible.  And,  it  was  also 
used  to  help  thousands  of  oth- 
ers in  your  community  who 
need  help. 

That’s  the  way  the  United 
Way  works.  One  gift,  one  time 
each  year,  helps  millions  of 
people  all  year  round.  Tens  of 
thousands  of  different,  good 
causes  in  communities  all 
across  the  country. 

Including  yours. 
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reaction,  resulting  in  a total  loss  of  blood  pressure,  epileptic- 
type  seizures  and  laryngospasms  with  a heart  rate  of  140  beats 
I per  minute.  The  physician  administered  emergency  care,  and 
! the  patient  was  hospitalized  for  a prolonged  period. 

The  patient  was  treated  by  two  other  specialists  and  a 
j psychiatrist  who  diagnosed  her  mental  condition  as  “acute 
! schizophrenic  episode  and  psychosis  with  drug  intoxication” 
cau.sed  by  her  allergy  to  sulfa  drugs.  She  suffered  a possible 
I permanent  injury  to  her  central  nervous  system  becau.se  of  the 
: total  loss  of  blood  pressure  she  experienced.  In  a malpractice 
; action  against  the  gynecologist,  a jury  found  in  favor  of  the 
1 physician. 

! Reversing  the  decision,  the  appellate  court  said  first  that 
: even  though  uncontradicted  medical  evidence  on  the  standard 
, of  care  was  presented  by  the  patient,  she  was  not  entitled  to  a 
' directed  verdict  in  her  favor.  However,  the  physician  testified 
that  he  knew  AVC  suppositories  contained  sulfa  and  that  he 
; did  not  tell  the  patient  that  it  contained  sulfa  nor  ask  whether 
j she  was  allergic  to  sulfa.  Moreover,  the  patient  testified  that 
she  had  told  the  physician  in  1972  that  she  was  allergic  to  sulfa 
drugs.  Therefore,  the  trial  court  gave  the  jury  an  erroneous 
instruction  on  the  doctrine  ofa.ssumption  of  risk  by  the  patient 
i and  a new  trial  should  be  held,  the  appellate  court  .said. 

' — Hawkins  i’.  Greenberg,  283  S.E.  2d  301  (Ga.  Ct.  of  App., 

I June  30,  1981;  rehearing  denied,  July  16,  1981). 


PHYSICIAN  SUED  FOR  INCORRECT 
j DIAGNOSIS  OF  SYPHILIS 

I 

! A patient’s  claim  against  a physician  for  malpractice  for 
i incorrectly  diagnosing  her  as  having  syphilis  should  not  be 
1 dismissed,  the  South  Carolina  Supreme  Court  ruled. 

¡i  Based  on  a laboratory  analysis  of  a blood  sample,  the 
I physician  diagnosed  her  as  having  a venereal  disease.  The 
patient  contended  that  his  caused  her  severe  emotional  distress 
and  her  husband  struck  her  and  fractured  her  Jaw  in 
two  places  when  he  learned  of  the  test  results.  It  was  later 
discovered  that  the  test  results  were  incorrect  and  that  she  did 
not  have  syphilis. 

I A trial  court  denied  a motion  to  dismiss  the  action  against 
the  physician,  and  he  apppealed.  Affirming  the  decision,  the 
Supreme  Court  said  that  the  patient  had  stated  a cause  of 
action  for  mental  distress.  Whether  the  physician’s  acts  were 
so  outrageous  and  extreme  as  to  entitle  her  to  recover  from 
him  was  a question  of  fact  to  be  determined  by  a jury.  The 
I patient  had  no  cause  of  action  against  the  physician  for  the 
injuries  caused  by  her  husband  because  he  was  an  unforseea- 
ble  intervening  cause  of  injuries,  the  court  said.  The  case  was 
L remanded  for  further  proceedings.  — Hensley  v.  Heavrin,  282 
S.E.2d  854  (S.C.Sup.Ct.,  Sept.  22,  1981). 


I NEW  TRIAL  FOR  SUIT 

I FOR  ALLEGEDLY  NEGLIGENT 

j ANTERIOGRAM  BY  RESIDENT 

I 

I 

t| 

¡ A trial  court  erred  in  permitting  a patient  to  amend  his 
I complaint  while  excluding  a hospital’s  evidence  in  defense  of 
the  additional  charge,  a New  Mexico  appellate  court  ruled. 

During  or  after  an  arteriogram  performed  by  a third-year 
radiology  resident,  the  patient  suffered  a stroke,  resulting  in 
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permanent  physicial  disabilities.  In  a suit  against  the  hospital 
and  a medical  school,  the  patient  alleged  negligence  in  perf  or- 
mance of  the  test,  including  a claim  that  the  physician  who 
performed  it  did  not  possess  or  use  the  knowledge  and  skill 
ordinarily  used  by  a reasonably  qualified  radiologist. 

The  hospital  objected  to  testimony  by  a physician  regar- 
ding the  resident’s  lack  of  expertise  in  performing  an  arterio- 
gram, particularly  if  not  supervised.  Moving  for  dismissal,  the 
hospital  contended  that  there  was  no  evidence  that  the  resi- 
dent had  not  been  supervi.sed. 

The  patient  was  allowed  to  amend  the  complaint  to 
include  allegations  of  improper  supervision  or  lack  of  supervi- 
■sion  in  not  having  a staff  physician  who  was  reasonably  well 
qualified  to  participate  in  a decision  to  perform  an  arterio- 
gram. The  hospital  objected  becau.se  of  lack  of  opportunity  to 
prepare  for  this  new  theory  of  negligence,  but  the  trial  court 
refu.sed  permission  for  the  hospital  to  call  a witness  on  the  issue. 
The  court  subsequently  permitted  a neurologist  who  exami- 
ned the  patient  a few  days  before  trial  to  testify  beyond  a 
pretrial  limitation  after  the  hospital  objected  to  her  being 
allowed  to  testify  at  all. 

The  trial  court  awarded  damages  of  $ 1 1 (),()()()  to  the  patient 
for  malpractice  by  agents  and  employees  of  the  hospital  and 
school. 

On  appeal,  the  court  found  that  the  trial  court  should  have 
granted  both  the  patient’s  motion  to  amend  and  the  hospital’s 
request  to  call  a witness  or  should  have  denied  both . The  court 
also  .said  that  the  hospital  should  have  been  given  an  opportu- 
nity to  discover  the  full  extent  of  the  neurologist’s  testimony 
and  prepare  to  meet  it.  The  patient  told  the  trial  court  that  the 
purpose  of  the  neurologist’s  testimony  was  to  establish  his 
medical  condition  at  the  time.  The  court  denied  the  hospital’s 
request  for  a continuance,  but  promised  that  if  the  neurolo- 
gist’s testimony  exceeded  the  limits  set  by  the  court  a conti- 
nuance would  be  granted.  The  appellate  court  agreed  with  the 
hospital  that  the  neurologist’s  testimony  far  exceeded  the 
limits.  Finding  that  the  hospital  was  entitled  to  prepare  for 
and  conduct  a defense  free  of  last-minute  surprises,  the  appe- 
llate court  reversed  the  trial  court’s  decision  and  sent  the  case 
back  for  a new  trial.  — Camp  v.  Bernalillo  County  Medical 
Center.  633  P.2d  719  (N.M.Ct.  of  App.,  June  9,  1981). 

SUIT  IN  STATE  COURT 
NOT  ESTOPPED  BY  DECISION 
IN  PREVIOUS  FEDERAL  SUIT 

A trial  court  erred  in  directing  a verdict  for  a physician 
who  supervised  an  operation  in  which  a ureter  was  severed 
instead  of  a nerve,  a Texas  appellate  court  ruled. 

The  patient  was  injured  when  he  was  shot  in  the  leg.  Pain 
persisted  for  several  months,  and  a physician  diagnosed  his 
condition  as  causalgia.  The  diagnosing  physician  was  a mem- 
ber of  the  U.S.  Air  Force  and  was  practicing  at  a state  univer- 
sity medical  school  under  a rotating  residency  program.  The 
physician  recommended  a lumbarsympathectomy  to  relieve 
the  pain.  The  operation  was  performed  by  the  physician,  who 
was  not  a specialist  in  neurosurgery  and  who  was  performing 
his  first  sympathectomy  as  a resident.  He  was  supervised  by 
the  head  of  the  neurological-surgery  department  at  the  medi- 
cal school. 

During  the  operation  the  physician  identified  what  appea- 
red to  him  to  be  the  sympathetic  nerve  chain.  Upon  instruc- 
tions from  the  supervising  physician,  he  cut  it.  It  was  then 
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apparent  that  he  had  cut  the  right  ureter  rather  than  the  nerve. 
A staff  urologist  was  called  in  to  repair  the  damage.  The  nerve 
was  then  identified  and  cut.  The  patient  later  developed  urolo- 
gical problems  requiring  rehospitalization. 

The  patient  filed  suit  against  the  supervising  physician  on 
the  ground  that  he  had  negligently  supervised  the  operation 
and  w'as  negligent  in  failing  to  see  that  the  surgeon  was  about 
to  cut  the  ureter.  On  remand  from  the  appellate  court,  the  trial 
court  directed  a verdict  in  favor  of  the  supervising  surgeon. 

Reversing  the  decision,  the  appellate  court  said  that  the 
state  action  was  not  barred  by  an  earlier  federal  action  against 
both  surgeons  under  the  Federal  Tort  Claims  Act.  In  that  suit, 
the  federal  trial  court  concluded  that  the  patient  had  failed  to 
establish  that  the  Air  Force  physician  was  guilty  of  negligence. 
The  suit  resulted  in  a judgment  that  the  patient  take  nothing. 

The  state  trial  court  erred  in  directing  the  verdict  because 
the  e\  idence  presented  issues  of  fact  that  the  jury  should  have 
resolved.  The  jury  should  have  been  allowed  to  decide  whether 
the  supervising  surgeon  exercised  the  proper  degree  of  care 
when  the  ureter  was  cut.  Additionally,  the  supervising  sur- 
geon was  a state  employee  and  the  question  of  whether  he  was 
entitled  to  immunity  as  an  employee  was  also  a question  for 
the  jury,  the  appellate  court  said. 

The  case  was  remanded  for  further  proceedings.  -Baker  v. 
Story.  621  S.W.2d  639  (Tex.Ct.  of  Civil  App.,  June  3,  1981; 
rehearing  denied,  Aug.  10.  1981). 

DECISION  IN  FAVOR  OF 
KNEE  SURGEON  REVERSED 


A trial  court  should  not  have  granted  summary  judgment 
for  a physician  and  for  a hospital  where  there  were  issues  of 
fact  as  to  negligence  in  performance  of  a knee  operation,  the 
Alabama  Supreme  Court  ruled. 

The  physician  performed  a right  medial  meniscectomy, 
stating  after  the  operation  that  all  cartilage  had  been  removed 
from  the  patient’s  knee.  When  the  patient  experienced  additio- 
nal pain  and  disability  after  the  operation,  he  consulted  other 
physicians,  who  found  medical  meniscus  cartilage  in  the  knee. 

That  patient  and  his  wife  sued  the  physician  for  malprac- 
tice. In  addition,  the  patient  sought  damages  from  the  hospi- 
tal, contending  that  it  was  negligent  in  permitting  the 
physician  to  perform  surgery  on  its  premises  and  in  failing  to 
provide  competent  medical  care  and  treatment.  The  patient’s 
wife  sought  damages  for  loss  of  consortium. 

The  physician  and  hospital  denied  negligence,  filing  a 
deposition  by  the  physician  detailing  the  surgical  procedures 
and  treatment  provided.  When  the  physician  was  deposed,  he 
was  shown  a letter  allegedly  form  an  orthopedic  surgeon  who 
examined  the  patient  and  found  retained  cartilage  in  his  knee, 
recommending  repeat  arthrotomy  and  meniscectomy.  On 
cross-examination,  the  physician  said  that  he  did  not  agree 
with  the  orthopedist’s  recommendations.  The  trial  court  gran- 
ted motions  by  the  physician  and  hospital  for  summary 
judgment. 

On  appeal,  the  patient  contended  that  the  physician  and 
hospital  did  no  show  that  no  genuine  issue  of  fact  existed.  The 
appellate  court  found  that  the  physician  and  hospital  had 
failed  to  establish  that  the  patient  could  not  recover  underany 
discernible  circumstances.  Reversing  the  trial  court’s  judg- 
ment, the  court  sent  the  case  back  for  further  proceedings. 
-Parker  v.  King,  402  So.  2d  877  (Ala.  Sup.  Ct.,  May  1,  1981; 
rehearing  denied,  July  24,  1981). 


I s a myth  that  arthritis  is  just 
the  minor  aches  and  pains  of 
old  age.  It’s  a major  crippler 
that  attacks.  Anybody.  Anytime. 

31  million  Americans  have  it.  There 
are  almost  a million  new  cases  a year. 
And  six  out  of  ten  are  under  60. 
Symptoms  can  come  and  go  for 
years.  So  if  you  don't  know  the 
warning  signals,  find  out.  If  you'd  like 
information  that  could  help  you— or 
you'd  like  to  help  us— 
write  to  the  Arthritis 
Foundation.  Box 
19000.  Atlanta. 

GA  30326. 

ARTHRITIS 

FOUNDATION 
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Mensaje  del  Presidente  de  la  Asociación  Médica  de 
Puerto  Rico  en  la  Sesión  Inaugural 
de  la  Octogésima  Convención  Anual  de  la 

A.M.P.R 


Sr.  Presidente  Electo  de  la  Asociación  Médica  de  Puerto  Rico 
Sr.  Presidente  Saliente  de  la  Asociación  Médica  de  Puerto  Rico 
Member  of  the  Board  of  Trustees  - Dr.  Rufus  Broadaway 
Miembros  de  la  Junta  de  Directores 
Distinguidos  Invitados,  Rectores  y Decanos 
Damas  y Caballeros: 


Quiero  darles  la  bienvenida  a nuestra  Asamblea  Anual,  la 
I número  80.  Estos  son  los  años  que  esta  Asociación  lleva 
I laborando  por  el  bienestar  y mejoramiento  de  la  salud  del 
pueblo  de  Puerto  Rico. 

Según  las  estadísticas.  Puerto  Rico  está  entre  los  primeros 
3 ó 4 en  promedio  de  vida.  La  salud  en  general  ha  sido 
considerablemente  mejorada.  Nuestros  sistemas  de  salud  y 
recursos  son  de  los  más  adelantados  del  mundo. 

Ustedes  saben  que  la  salud  es  mucho  más  que  la  ausencia 
de  enfermedad.  En  este  concepto  tenemos  que  incluir  la 
felicidad  personal  y familiar  como  parte  de  la  salud.  También 
esta  dentro  de  este  concepto  la  libertad. 

Nosotros  como  institución  hemos  estado  a la  vanguardia 
en  los  problemas  de  la  salud  del  pueblo  de  Puerto  Rico  y veo 
I que  nuestra  aportación  ha  sido  extraordinaria.  Poresta  razón 
¡ exhorto  a nuestros  compañeros  médicos  no  asociados  a que 
i se  unan  a nosotros  para  continuar  con  esta  labor. 

Aprovecho  para  especular  sobre  una  inquietud  mía  y es 
que  nunca  he  comprendido  por  qué  sí  un  sistema  de  presta- 
ción de  servicios  esta  funcionando  bien  el  Gobierno  y el 
poder  político  se  pasan  elaborando  leyes  para  cambiar  el 
sistema  y regular  la  manera  y libertad  de  ejercer  del  médico 
sin  siquiera  buscar  un  asesoramiento  ni  el  punto  de  vista  de 
nosotros. 

Esta  intervención  en  nuestra  profesión  no  la  considero 
razonable  y creo  que  en  vez  de  beneficiar  la  salud  del  pueblo 
lo  que  hace  es  deteriorarla.  A este  reto  que  es  constante  creo 
que  una  posible  solución  es  conseguir  la  colegiación  de  la  clase 
médica.  Así  tendremos  los  recursos  necesarios  para  proteger 
la  salud  del  pueblo;  sin  intervención  foránea  no  capacitada 
con  propósitos  políticos.  Por  esto  les  digo  que  la  salud  no 
puede  ni  debe  politizarse.  Es  absurdo  que  eso  ocurra,  venga 
de  donde  venga.  Esto  sería  uno  de  los  crímenes  mas  imperdo- 
nables de  cualquier  poder  político.  El  pueblo  junto  con  nos- 
otros no  puede  permitir  un  evento  de  esta  naturaleza  ni 
siquiera  la  tentación  de  ella. 


Mencionemos  por  ejemplo  los  famosos  contratos  de  .servi- 
cio recién  implantados.  La  idea  es  buena  con  el  propósito  de 
convertir  los  hospitales  del  gobierno  en  instituciones  de  la 
comunidad.  Pero  el  método  que  se  está  usando  no  creo  que 
sea  el  correcto.  Se  conceden  los  contratos  a veces  a profesio- 
nales que  viven  distantes  del  hospital,  a veces  bien  distantes 
como  de  San  Juan  a Arecibo.  Luego  no  se  le  da  la  oportuni- 
dad a los  médicos  del  área  cercana  a usar  estas  facilidades, 
haciendo  el  hospital  casi  exclusivo  de  ese  grupo  sin  tomar  en 
consideración  que  ellos  también  aportan  con  sus  impuestos  al 
mantenimiento  de  ésta.  No  es  justo  que  se  le  premie  a unos 
pocos  y se  excluya  a otros.  No  le  veo  el  sentido  ni  el  propósito, 
ni  comprendo  como  esto  ayude  a la  salud  de  la  región  donde 
se  encuentre  el  hospital. 

Tomemos  el  uso  del  estrógeno.  Si  vemos  las  estadísticas 
en  E.U.  con  240  millones  de  habitantes  se  han  reportado  44 
casos  de  pubertad  precoz  y telarquia  prematura  en  los  últi- 
mos años.  Aquí  en  Puerto  Rico  tenemos  oficialmente  reporta- 
dos cerca  de  800  casos.  Hemos  dado  la  voz  de  alerta  y hasta  el 
día  de  hoy,  9 de  noviembre  de  1 982  no  tenemos  una  contesta- 
ción oficial  ni  del  Departamento  de  Salud  local  ni  del  Federal 
Drug  Administration  ni  del  Departamento  de  Agricultura 
Federal.  La  última  carta  recibida  en  la  Asociación  Médica  de 
Puerto  Rico  del  Gobierno  Federal  nos  comunica  que  no  se 
nos  puede  suplir  la  información  de  las  investigaciones  porque 
esto  es  un  memorando  interno  y esta  información  se  puede 
usar  para  hacer  cumplir  la  ley.  El  problema  sigue  y no  sabe- 
mos nada  oficial.  ¿Hasta  cuando  tendremos  que  esperar? 

Mencionemos  el  brote  de  Shigelosis  de  Ciales.  El  Depar- 
tamento de  Salud  ha  estado  en  todo  momento  diciendo  que 
todo  estaba  bajo  control  pero  seguían  reportándose  casos  sin 
corregir  el  problema.  Vemos  como  se  violentaron  las  normas 
mas  elementales  de  salud  preventiva,  frase  que  se  esgrime  con 
mucha  frecuencia,  lo  cual  nos  hace  ver  que  esto  se  pudo 
evitar.  Quiero  enfatizar  que  lo  importante  es  determinar  cual 
es  el  problema  y resolverlo,  no  es  asunto  de  tratarde  ocultarla 
situación  real.  Tampoco  es  cuestión  de  echar  la  culpa  y 
excu.sar  grupos  o personas. 

Sobre  los  seguros  de  salud  pre-pagados  les  digo  que  estos 
cumplen  una  labor  social  en  nuestra  comunidad.  Además  le 
dan  la  oportunidad  al  público  a tener  acceso  a los  servicios  de 
salud  con  libre  selección  de  médico  y hospital.  Ahora  bien, 
creo  que  estos  deben  reevaluar  la  participación  de  los  provee- 
dores para  llegar  a un  balance  justo  entre  sus  contratos.  No 
debe  haber  cambios  unilaterales  perjudicando  los  proveedo- 
res como  ha  ocurrido  últimamente  donde  los  planes  le  han 
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disminuido  el  honorario  a los  médicos  aumentando  el  deduci- 
ble  que  aporta  el  paciente  sin  notificarle  al  paciente  de  este 
cambio,  creando  la  impresión  ante  el  abonado  que  el  médico 
se  está  lucrando  cuando  esto  no  es  la  realidad. 

Hagamos  justicia  a los  abonados  de  los  planes,  pues 
sabemos  que  las  primas  han  subido  bastante.  Yo  recomiendo 
públicamente  al  gobierno  que  considere  darle  una  exención 
contributiva  sobre  ingresos  por  pago  de  estas  primas,  ya  que 
el  gobierno  siempre  enarbola  el  tema  de  la  salud  como  de  alta 
prioridad.  Esto  sería  una  manera  ideal  de  ayudar  al  pueblo 
que  hoy  considera  el  problema  de  la  salud  como  de  primera 
prioridad. 

La  Asociación  Médica  de  Puerto  Rico  tiene  que  cumplir 
su  misión  con  la  comunidad,  con  los  pacientes  y con  la 
profesión.  Hay  que  fortalecer  la  labor  de  investigación 
médico-científica,  hay  que  buscar  la  verdad  en  los  problemas 
de  salud  pública  y trabajar  en  las  soluciones. 

Nuestra  Asociación  tiene  que  ser  valiente,  honesta,  verti- 
cal, eficiente,  libre  de  conciencia  y de  ataduras,  con  el  com- 
promiso de  velar  por  la  salud  del  pueblo  y la  eficiencia  de  la 
profesión  médica  dentro  de  los  más  elevados  cánones  de 
ética. 

Exhorto  a todos  los  médicos  de  Puerto  Rico  a unirse  a 
esta  Asociación  para  tener  el  instrumento  de  seguir  velando 
por  el  bienestar  y la  salud  del  pueblo  de  Puerto  Rico  y así 
cumplir  con  uno  de  los  postulados  más  sagrados  de  esta  digna 
profesión. 

Antes  de  despedirme,  quiero  darles  las  gracias  a mi  que- 
rida esposa,  Ivette,  por  su  paciencia,  comprensión  y ayuda 
que  me  ha  brindado  para  llevar  el  timón  de  esta  Asociación. 
También  quiero  agradecerle  a mis  hijos  la  paciencia  que  han 
tenido  y que  me  perdonen  el  tiempo  que  les  he  robado  de  estar 
con  ellos  por  tener  la  responsabilidad  de  presidir  la  institu- 
ción. Gracias  a todos  por  siempre  y que  Dios  les  bendiga. 

Buenas  noches  y muchas  gracias. 


I)r.  .losé  Martí  Nuñez, 

Presidente 
Noviembre  1982 
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Informe  del  Presidente 
de  la  Asociación  Médica  a la 
Honorable  Cámara  de 
Delegados  en  su  Reunión  del 
6 de  Noviembre  de  1982 


Sr.  Presidente  de  la  Cámara  de  Delegados, 

Dr.  Fernando  J.  Montilla 

Sr.  Presidente  de  la  Asociación  Médica  de  Puerto  Rico, 

Dr.  Ulises  Clavell 

Sr.  Presidente  saliente  de  la  Asociación  Médica, 

Dr.  Antonio  de  Thomas 
Miembros  de  la  mesa  presidencial 

Ex-Presidentes  de  la  Asociación  Médica  de  Puerto  Rico 

presentes 

Presidentes  de  Distritos  presentes 
Compañeros  delegados  y compañeras  delegadas: 

En  éste,  mi  último  informe  a esta  Honorable  Cámara  de 
Delegados,  trataré  de  hacerles  un  resumen  de  nuestra 
gestión  durante  el  año.  Pero  antes  tengo  que  agradecer  la 
colaboración  de  todos  los  integrantes  de  los  organismos 
directivos,  de  los  asesores  de  la  Asociación  Médica  de 
Puerto  Rico  y del  personal  administrativo,  que  sin  su  ayuda 
y colaboración  hubiese  sido  imposible  lograr  lo  que  se  ha 
hecho. 

Yo  exhorto  a todos  y cada  uno  de  ustedes  y a ellos  a 
colaborar  con  nuestro  próximo  presidente,  el  Dr.  Ulises 
Clavell,  para  que  su  año  sea  de  grandes  logros. 

Debo  reconocer  e informar  que  la  labor  de  nuestra  Junta 
de  Directores  fue  de  excelencia,  digna  de  los  miembros  que 
la  componen;  con  una  asistencia  casi  perfecta  durante  todo 
el  año.  Se  discutieron  los  asuntos  con  franqueza  y altura  y 
siempre  se  llegó  al  consenso  más  conveniente  para  nuestra 
institución. 

De  los  presidentes  y miembros  de  los  consejos  y comités, 
no  tengo  palabras  para  elogiar  su  labor  y dedicación  pues 
siempre  supieron  corresponder  con  el  trabajo  que  les  fue 
asignado. 

Sobre  el  proyecto  futuro  de  colegiación,  se  cumplió  con 
el  mandato  de  esta  honorable  Cámara,  logrando  que  se 
aprobara  el  proyecto  de  ley  en  las  Cámaras  Legislativas, 
después  de  un  esfuerzo  exhaustivo  de  varios  componentes 
del  Comité  de  Colegiación.  Debo  informarles  que  el  Hono- 
rable Gobernador  no  le  impatió  su  firma,  dándole  así  un 
veto  de  bolsillo. 

Sobre  la  Egida  del  Médico,  les  informo  que  el  13  de 
octubre  de  1982  el  Departamento  de  la  Vivienda  Federal 
(H.U.D.)  notificó  a la  A.M.P.R.,  entidad  auspiciadora  del 
proyecto,  que  la  solicitud  de  reservación  de  fondos  que  bajo 
la  Sección  202  de  la  Ley  Nacional  de  Hogares  la  A.M.P.R. 
sometiera  a dicho  departamento,  había  sido  seleccionada. 
La  reservación  de  fondos  asciende  a $4,624,200.00  (cuatro 
millones  seicientos  venticuatro  mil  doscientos  dólares)  y la 
misma  es  para  la  construcción  de  un  edificio  de  apartamien- 
tos para  personas  mayores  de  62  años  e impedidos. 

Se  ha  hecho  una  organización  administrativa  nom- 


brando a un  nuevo  director  ejecutivo,  Sr.  Diego  Román, 
quien  ha  hecho  una  labor  titánica  en  el  funcionamiento  de 
nuestra  organización.  Yo  pido  una  felicitación  de  esta 
Cámara  y el  endoso  a su  gestión. 

Al  Boletín  Médico  se  le  ha  cambiado  el  formato,  el  estilo 
y la  presentación.  Por  la  correspondencia  que  se  recibe, 
podemos  apreciar  la  acogida  tan  buena  que  ha  tenido  en  la 
matrícula.  Tenemos  que  darles  crédito  por  este  logro  al  Dr. 
Rafael  Villavicencio,  Presidente  de  la  Junta  Editora,  y al  Sr. 
Diego  Román,  que  han  trabajado  incansablemente  para  que 
esto  se  lograra. 

Nosotros  heredamos  un  monto  de  cerca  de  $49,458.00  de 
cuentas  a cobrar  atrasadas  por  varios  años.  Con  las  gestio- 
nes de  cobro  se  ha  podido  recobrar  cerca  de  $44,000.00.  Al 
momento  lo  único  que  tenemos  que  cobrarson  lascuentasa 
30  días. 

El  problema  de  las  vacaciones  atrasadas  del  personal  ya 
esta  corregido;  se  ha  conseguido  que  se  ponga  todo  al  día. 
Como  ustedes  saben,  no  se  había  concedido  al  personal  las 
vacaciones  que  manda  la  ley  en  los  últimos  5 años. 

Sobre  la  convención  que  empieza  el  próximo  martes,  9 
de  noviembre,  día  inaugural,  a la  cual  están  todos  invitados, 
les  diré  que  hoy  estamos  optimistas  con  el  éxito  de  la  misma. 
Se  ha  conseguido  un  buen  número  de  auspiciadores  para 
almuerzos  y cocteles,  además  de  tener  este  año  cerca  de  65 
“exhibits”.  El  año  pasado  sólo  hubo  48.  Tenemos  proyec- 
tado que  si  conseguimos  que  haya  300  médicos  matricula- 
dos, será  un  completo  éxito  económico. 

A propósito  de  lo  económico,  les  diré  que  a pesar  del 
pesimismo  de  que  Íbamos  a terminar  con  deficit,  me  es  grato 
decirles  que  de  acuerdo  a los  exámenes  de  nuestras  finanzas, 
no  será  así  y si  terminaremos  con  un  balance  favorable. 
Adjunto  un  informe  financiero  que  será  circulado,  con  el 
informe  financiero  al  31  de  octubre  de  1982.  Esto  se  ha 
conseguido  debido  a estrictas  normas  administrativas  y de 
austeridad,  a pesar  de  que  este  año  no  hemos  tenido  ayuda 
de  la  actividad  del  Comité  de  Finanzas  y no  haber  contado 
con  varios  gastos  no  presupuestados,  como  el  libro  de  la 
Cámara  que  ustedes  tienen  en  sus  manos,  que  costó  cerca  de 
$14.00  cada  uno  con  las  horas  extras  pagadas  y cuyo  monto 
total  asciende  a cerca  de  $2,300.00,  y esto  lo  paga  la  Asocia- 
ción y no  la  Cámara. 

Con  la  comunicación  interna  se  han  circulado  los  comu- 
nicados de  prensa  del  Tribunal  Examinador  de  Médicos 
sobre  la  certificación  de  especialidades;  la  información  de  la 
Ley  aclarando  la  responsabilidad  de  malapráctica  a los 
médicos  empleados  en  el  Gobierno;  las  guías  de  recetar 
sustancias  controladas;  la  decisión  de  la  Corte  Suprema 
sobre  el  uso  profiláctico  de  antibióticos,  etc.  Estos  son  ejem- 
plos de  otras  tantas  circulares  e información  interna  a los 
socios. 

Sobre  las  actividades  a las  que  he  asistido,  les  enumero 
algunas  de  las  más  sobresalientes: 


6 de  septiembre:  Entrevista  radial  de  dos  horas,  en  vivo, 
por  1 10 

16  de  septiembre:  Vistas  públicas  en  la  Cámara  de 
Representantes;  Tema  - Estrógeno 

26  de  septiembre:  Club  de  Leones  de  Hatillo  - Simposio 
sobre  Estrógeno 


Ho!  I>(«  /’  A’ko-  \()\unihir  IVS' 

Quiero  hacer  un  aparte  para  informarles  que  este  tema 
ha  salido  publicado  en  el  “AMA  News”  de  octubre  17, 1982; 
también  en  la  Revista  “Playboy”  de  octubre  1982  y en  el 
“Times  Magazine”  del  25  de  octubre  de  1982.  Como  verán, 
el  tema  tiene  la  importancia  suficiente  para  ser  publicado  a 
nivel  nacional  en  Estados  Unidos. 


2 de  octubre:  Actividad  “Médico  del  Año”  del  Dis- 
trito de  Caguas 

10  de  octubre:  Toma  de  Juramento  al  Presidente  de 
la  Sociedad  Médica  del  Distrito 
Central. 


20  de  octubre:  Entrevista  con  la  Leda.  López  Soba, 
funcionada  de  la  Oficina  de  Ombuds- 
man; Tema  - La  Resolución  de  Discri- 
men con  los  con  los  enfermos 
psiquiátricos  y el  problema  de  la  Auto- 
ridad de  Energía  Eléctrica. 

22  de  octubre:  Conferencia  a los  estudiantes  de 

Cuarto  Año  en  el  Centro  de  Instruc- 
ción y Educación  Moderna  de  Caro- 
lina; Tema  - La  Profesión  Médica 
Tareas,  Preparación  Académica,  etc. 

23  de  octubre:  Toma  de  Juramento  al  Presidente  de 

la  Sociedad  Médica  del  Distrito  Norte, 
en  Arecibo. 


30  de  septiembre:  Conferencia  de  Prensa  para  dar  a 
conocer  el  documento  sobre  los 
maratones. 

27  de  octubre:  Conferencia  de  Prensa  para  dar  a 
conocer  la  asignación  de  fondos  para 
la  Egida  del  Médico  y la  Convención 
Médica. 

Quiero  informarles  que  asistiendo  a estas  actividades, 
etc.,  he  podido  recoger  la  impresión  de  que  esta  Asociación 
es  una  organización  muy  prestigiosa  y respetada  por  la 
comunidad  y de  una  gran  pujanza.  Así  es  como  nos  ven 
desde  afuera. 

Con  esto  resume  más  o menos  nuestra  gestión  del  año. 
Tomamos  posesión  de  esta  Asociación  en  un  momento 
de  incertidumbre  y algunos  problemas.  La  renuncia  del 
Director  Ejecutivo,  problemas  con  el  Boletín  y su  atraso, 
etc.  Pero  gracias  a Dios  y la  colaboración  de  todos  ustedes, 
hemos  podido  sacar  la  nave  de  aguas  un  poco  turbulentas  a 
puerto  seguro. 

Ahora  paso  a enumerarles  algunas  de  las  recomendacio- 
nes que  creo  mejorarían  nuestra  institución: 

1.  Que  la  elección  del  Presidente  sea  por  voto  de  toda  la 
matrícula. 

2.  Que  se  haga  una  subasta  formal  para  la  Egida  del 
Médico. 

3.  Eliminar  el  sorteo  del  auto  y seleccionar  alguna  otra 
actividad,  como  hace  la  sociedad  de  esposas  de  médicos, 
que  han  tenido  mucho  éxito. 

4.  Hacer  un  estudio  serio  de  las  funciones  administrativas 
como  propuse  hace  3 años  y así  preparar  manual  de 
sistemas  y procedimientos  en  todas  las  funciones 
administrativas. 


Informe  del  Presidente 

5.  Estimular  desarrollo  de  estudios  técnicos  por  las  seccio- 
nes de  especialidad. 

6.  Revisar  los  estatutos  para  actualizarlos  y democra- 
tizarlos. 

7.  Reorientar  funciones  de  comités  y consejos  a base  de 
agenda  anual  planificada  a principio  de  año. 

8.  Recomiendo  que  se  haga  una  encuesta,  como  propuse 
hace  3 años  también,  para  tener  información  sobre 
cuáles  son  nuestras  relaciones  con  los  médicos  no  aso- 
ciados, con  los  profesionales  allegados  a la  salud  y el 
público  en  general. 

9.  Por  último,  recomiendo  a esta  Cámara  hacer  una 
cuenta  especial  pro  nuevo  edificio. 

Ha  sido  para  mí  una  experiencia  muy  agradable  el  poder 
cumplir  con  el  reto  de  ser  el  Presidente  de  esta  Asociación  y 
quiero  darles  las  gracias  a todos  ustedes  por  la  confianza  que 
fue  depositada  en  mi  persona. 


José  Martí  Nuñez,  M.D. 
Presidente 


I 
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Informe  del  Comité  de 
Bioequivalencias  de  la 
Asociación  Médica  de 
Puerto  Rico  a la  Cámara  de 
Delegados 


En  junio  del  presente  año,  nuestro  Presidente  me  nombró 
para  que  organizara  un  Comité  para  estudiar  la  Ley 
Núm.  11  del  23  de  junio  de  1976  que  tiene  que  ver  con 
bioequivalencias  y hacer  recomendaciones  a esta  Hon. 
Cámara. 

Como  es  de  conocimiento  público  esta  Ley  ya  está 
vigente.  A grandes  rasgos  la  Ley  envuelve  lo  siguiente:  Se 
crea  una  Junta  de  Bioequivalencias  de  Medicamentos  que 
prepara  un  formulario.  Esta  Ley  autoriza  (no  obliga)  al 
farmacéutico  a intercambiar  y seleccionar  medicamentos 
dentro  de  ciertas  normas; 

(a)  Que  el  médico  no  lo  prohiba 

(b)  El  paciente  o su  representante  sea  mayor  de  18  años 

(c)  Que  el  medicamento  esté  en  el  formulario 

(d)  Que  sea  de  la  misma  clasificación  y potencia 

(e)  De  menor  precio  o igual  precio 

Nuestro  Comité  está  compuesto  por  la  Leda.  Ivette  C de 
Berio,  Presidenta  del  Colegio  de  Farmacéuticos,  el  Sr.  Joe 
Sierra,  en  representación  de  Pharmaceutical  Industry  Asso- 
ciation, la  Dra.  Deolina  Pérez,  Dr.  Jorge  Pérez  Cruet,  doctor 
Alfonso  Zerbí  y un  servidor.  Nos  hemos  reunido  en  varias 
ocasiones  y he  aquí  nuestros  hallazgos  y recomendaciones: 

El  más  perjudicado  entre  todo  los  envueltos  en  la  Ley,  es 
el  paciente.  No  hay  duda  que  alguna  economía  puede  haber 
para  el  paciente.  Estudios  hechos  en  los  Estados  Unidos 
revelan  una  economía.  En  el  estado  de  Delaware  se  encontró 
una  economía  de  3 a 13q:  por  unidad  de  dosis,  mientras  que 
en  la  Florida  fue  de  $1.92  por  receta.  ¿Cuál  es  el  precio  de 
esta  economía?  Veamos. 

Algunos  genéricos  son  manufacturados  en  el  extranjero 
y se  compran  a granel.  Las  compañías  locales  (E.U.  y P.R.), 
llevan  las  cápsulas,  las  envasan,  rotulan  y distribuyen.  Algu- 
nas de  estas  cápsulas  pueden  estar  sobrellenas  o medias 
vacías.  Nadie  sabe  la  calidad  de  los  materiales. 

¿Recibe  el  paciente  la  misma  medicina  que  su  médico 
recetó?  Son  muchas  las  cosas  que  entran  en  la  producción  de 
una  medicina  además  del  componente  principal  o activo: 
presión,  temperatura,  acidez,  vehículo,  grosor  y compo- 
nente de  la  cápsula,  capa  entérica,  etc...;  por  lo  tanto,  el 
hecho  de  que  los  productos  tengan  los  mismos  componentes, 
no  garantiza  que  tengan  la  misma  bidosiponibilidad. 

Un  estudio  hecho  con  la  medicina  conocida  como  Lano- 
xin y sus  supuestos  genéricos:  Digoxin,  encontró  una  varia- 
ción entre  estos  hasta  de  un  700%.  Si  consideramos  lo 
pequeña  que  es  la  diferencia  entre  los  niveles  tóxicos  y 
terapéuticos  de  esta  medicina,  nos  daremos  cuenta  del  peli- 
gro envuelto  para  el  paciente. 


En  el  Estado  de  Vermont  la  sustitución  de  Lasix  por  el 
genérico  Furosemida  trajo  fracasos  terapéuticos  que  en 
algunos  casos  tuvo  un  de.senlace  fatal. 

No  es  un  secreto  que  al  sustituir  .se  abre  el  campo  al  error. 

Es  un  hecho  conocido  que  la  AFD  no  tiene  la  capaci- 
dad para  verificar  las  bioequivalencias  de  las  medicinas  en 
los  formularios  y muchísimo  menos  para  supervisar  si  se  está 
cumpliendo  adecuadamente  con  sus  directrices.  Si  esto  es  así 
con  la  AFD  nos  podemos  imaginar  cómo  será  con  el  Depar- 
tamento de  Salud  de  Puerto  Rico.  Dice  el  Dr.  John  S. 
Derryberry,  Presidente  de  la  AAFP. 

“Muchas  de  las  drogas  que  se  encuentran  en  el  formula- 
rio de  la  AFD  se  encuentran  ahí  por  presunción  y no  respal- 
dadas por  ducumentación. 

Algunas  son  tan  efectivas  como  placebos,  otras  son  cla- 
ramente perjudiciales.  Esto  ha  disminuido  la  confianza  que 
se  tenía  en  la  AFD”. 

En  el  formulario  preparado  por  la  Junta  de  Bioequiva- 
lencias de  Medicamentos,  hay  bioequivalentes  para  sustan- 
cias controladas.  Al  llamar  a las  oficinas  del  DEA  uno  de  los 
miembros  del  Comité  y preguntar  sobre  ésto,  se  mostraron 
asombrados  por  la  pregunta.  Pues  de  acuerdo  con  la  persona 
que  contestó,  las  sustancias  controladas  no  son  intercam- 
biables. 

Famacéuticos: 

Es  económicamente  imposible  mantener  un  equivalente 
de  cada  droga  manufacturada  por  varias  casas  (“multisource”): 

Consume  mucho  tiempo  el  sustituir  un  fármaco  recetado 
por  uno  bioequivalente.  Si  consideramos  el  aumento  en  tra- 
bajo con  un  margen  menor  de  ganancias,  esto  hace  el  evento 
poco  atractivo  al  farmacéutico. 

Los  genéricos  aumentan  en  precio  según  aumenta  la 
demanda,  lo  cual  disminuye  el  beneficio  económico  al  paciente 
y a la  farmacia. 

Las  farmacias  pequeñas  en  la  Isla  son  víctimas  de  provee- 
dores inescrupulosos  que  les  suplen  medicinas  como  si  fueran 
las  que  están  en  el  formulario  sin  ser  las  que  allí  se  especifican. 

El  Departamento  de  Salud  no  tiene  el  personal  necesario 
ni  en  número  ni  experiencias  para  fiscalizar  la  operación  de 
sustitución  en  las  farmacias. 

Casas  Farmacéuticas  Eticas: 

Requisitos  rígidos  para  las  casas  que  desarrollan  produc- 
tos nuevos  y que  no  cambian  a través  del  tiempo.  Estos 
mismos  requisitos  no  se  aplican  a los  manufactureros  de 
productos  genéricos,  por  lo  tanto  no  hay  evidencia  ni  seguri- 
dad de  bioequivalencia.  Esto  es  evidencia  de  que  la  AFD 
tiene  un  “standard”  doble. 

Al  disminuir  las  entradas  de  las  casas  farmacéuticas,  se 
podría  reducir  la  cantidad  de  investigación  dirigida  a crear 
nuevas  medicinas. 

Médico: 

Al  sustituirse  la  medicina,  el  médico  pierde  el  control  del 
régimen  terapéutico  del  paciente.  Sabe  lo  que  recetó,  no 
necesariamiente  lo  que  está  tomando. 

Si  al  sustituir  una  medicina  ocurre  una  reacción  indesea- 
ble, quién  asume  la  responsabilidad:  ¿el  médico,  el  farmacéu- 
tico? ¿Quién  es  legalmente  responsable,  ¿el  médico  que  olvidó 
escribir  “No  intercambie”  o el  farmacéutico  que  intercambió 
el  fármaco  amparándose  en  la  Ley? 
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En  caso  que  en  la  farmacia  no  haya  un  sustituto  de  menor 
precio,  el  farmacéutico  puede  sustituir  la  receta  por  una  de 
igual  precio.  ¿Dónde  está  el  beneficio  al  paciente  en  este  caso? 
¿Quién  dictó  la  terapia? 

En  vista  de  lo  antes  expuesto,  es  la  recomendación  de! 
Comité  de  Bioequivalencias  de  la  Asociación  Médica  de 
Puerto  Rico  que  la  Asociación  Médica  se  oponga  tenazmente 
a la  sustitución  de  fármacos  recetados  por  los  médicos. 

Debe  quedar  meridianamente  claro  que  nuestra  oposi- 
ción se  debe  a que  el  más  y probablemente  el  único  perjudi- 
cado es  el  paciente.  En  nada  perjudica  la  Ley  a los  médicos, 
puesto  que  no  nos  dedicamos  a la  fabricación  ni  a la  venta  de 
medicinas,  solo  al  cuidado  de  nuestros  pacientes. 

Si  pudiese  garantizarse  la  bioequivalencia  de  las  medici- 
nas, así  como  su  control  de  la  calidad,  estoy  seguro  que  la 
clase  médica  estaría  presta  a respaldar  la  Ley. 


Dr.  Fernando  Montilla 

Presidente, 

Comité  de  Bioequivalencias 
Asociación  Médica  de  Puerto  Rico 
Agosto,  1982 


Lung  cancer 
is  now  an  equal 
opportunity  tragedy. 


Remember  when  lung  cancer  was  a man’s 
disease.  Because  men  had  been  smoking 
longer  than  women.  But  the  women’s 
smoking  boom  that  started  in  the  1930  s 
and  40’s— is  paying  most  cruel  dividends 
today.  Yet  most  people  still  think  lung  cancer 
is  a man’s  disease.  Tell  your  female  patients 
the  true  story.  That  lung  cancer  is  now  an 
equal  opportunity  tragedy.  That’s  what 
“you’ve  come  a long  way,  baby  ” is  all  about. 


u s DEPARTMENT  OF  HEALTH.  EDUCATION.  AND  WELFARE 

Oflice  on  Smoking  and  Hoallti 

Public  Health  Service  Rockville.  MD  28057 


362 


En  senjicios  médicos, 
Tripíe-S  es  el  mgor 
plande  sabuL 

Triple-S  ofrece  una  gran  mayoría  de  médicos  de 
donde  escoger.  De  más  de  4,000  médicos  activos  en 
todo  Puerto  Rico  la  gran  mayoría  acepta  Triple-S. 

Y en  hospitales,  Triple-S  cuenta  con  más  hospitales 
acreditados  en  todo  Puerto  Rico  que  ningún  otro  plan. 

Porque  tratándose  de  salud,  tienes  que  tener 
el  mejor. ..Triple-S.  ^ 

Seguros  de  Servicio  de  Salud  \ \ 
de  Puerto  Rico,  Inc. 

Con  la  mayoría  de  médicos.  Y la  mayoría  de  los  hospitales 


ResumeneáWeT^a 


SEGUIMIENTO  A LARGO  PLAZO  DE  PACIENTES 
CON  CIRUGIA  CARDIACA  REPARADORA  POR  MAS 
DE  25  AÑOS:  McNamara  DG,  Latson  LA.  Am  J Cardiol 
1982,  50:560 

Los  autores,  de  la  Sección  de  Cardiología  Pediátrica  del 
Hospital  de  Niños  de  Texas,  revisan  los  resultados  a largo 
plazo  (25  años  o más)  de  la  cirugía  para  la  reparación  de 
ciertas  cardiopatías  congénitas  comunes.  Los  defectos  que  se 
incluyen  en  el  estudio  son:  la  comunicación  interventricular 
(VSD),  comunicación  interatrial  (ASD),  ducto  arterioso 
patente  (PDA),  estenosis  valvular  pulmonar  y la  coartación  de 
la  aorta.  No  se  incluyen  los  casos  con  otras  cardiopatías 
asociadas. 

Luego  de  25  años  de  cirugía,  la  mayoría  de  estos  pacientes 
llevan  una  vida  normal  aunque  muchos  tienen  secuelas  o 
residuos  quirúrgicos  que  necesitan  seguimiento,  y en  algunos 
casos  tratamiento.  Pueden  presentar  cambios  mínimos  en  el 
examen  físico,  radiografía  del  tórax,  o electrocardiograma 
(ECG)  que  también  son  consecuencia  del  procedimiento  qui- 
rúrgico pero  que  no  requieren  precauciones  especiales  ni 
tratamiento. 

Los  autores  hacen  recomendaciones  con  relación  al  pro- 
nóstico a largo  plazo  según  su  condición  postoperatoria  al 
igual  que  con  relacióna  la  rehabilitación  vocacional,la  evalua- 
ción hemodinámica,  y las  posibilidades  de  estos  pacientes  de 
obtener  un  seguro  de  vida.  Específicamente  recomiendan  eva- 
luación de  los  resultados  quirúrgicos  por  medio  de  catete- 
rismo cardiaco  luego  de  pasado  un  año  de  la  cirugía.  Estos 
pacientes  (excepto  el  PDA  seccionado  en  la  infancia)  deben  ser 
evaluados  cada  3-5  años  si  están  bien,  y por  lo  menos  anual- 
mente si  quedó  algún  residuo  o secuela  operatoria.  Ellos  opi- 
nan que  estos  pacientes  que  están  asintomáticos  y que  tienen 
ECG  y radiografía  de  tórax  normales  pueden  considerarse 
como  “riesgo  standard”  para  propósitos  de  seguro  de  vida. 

Rafael  Villavicencio,  M.D. 

EL  VALOR  DE  LA  RADIOGRAFIA  DEL  PECHO  EN 
PACIENTES  ASMATICOS  EN  LA  SALA  DE  EMER- 
GENCIA: Sara  E.  Zieverink,  M.D.,  et  al.  Radiology 
145:27-29,  October  1982. 

Las  radiografías  del  pecho  de  los  pacientes  asmáticos  vis- 
tos en  una  sala  de  emergencia  por  un  período  de  cuatro  años 
fueron  evaluadas.  Un  total  de  997  radiografías  fueron  analiza- 


das. Los  hallazgos  radiográficos  fueron  correlacionados  con 
los  hallazgos  clínicos  y el  historial.  En  el  caso  de  los  adultos  el 
2.2%  de  las  radiografías  únicamente  fueron  anormales.  En  la 
edad  pediátrica  el  13%  de  las  radiografías  fueron  anormales. 
Se  llegó  a la  conclusión  que  la  radiografía  del  pecho  en  adultos 
asmáticos  es  innecesaria  salvo  en  aquellos  casos  donde  no  se 
obtiene  una  respuesta  satisfactoria  con  los  broncodilatadores 
y el  paciente  es  ingresado  al  Hospital.  En  los  niños,  sin 
embargo,  si  hay  rales  o roncus  a la  auscultación  además  de 
la  sibilancia,  una  radiografía  del  pecho  puede  ser  útil. 

Bernardo  J.  Marqués,  M.D. 


EL  VALOR  DE  LA  COLANGIOGRAFIA  OPERATO- 
RIA: Eric  S.  Rolfsmeyer,  M.D.,et  al.  Surg.  Obstet.  Gyne- 
col. 154:369-371  March  1982. 


Se  hizo  un  estudio  retrospectivo  de  152  pacientes  en  los 
cuales  se  obtuvo  un  colangiograma  operatorio  en  el  momento 
de  la  colecistectomía.  Sesenta  y cinco  de  los  152  estudios 
adolecían  de  deficiencias  técnicas  mayores.  A pesar  de  esto,  el 
uso  de  la  colangiografía  permitió  que  31  pacientes  con  indica- 
ciones “clásicas”  para  el  procedimiento  no  tuvieran  que  ser 
sometidos  a la  exploración  del  ducto  biliarcomún.  Además  de 
esto,  el  colangiograma  detectó  piedras  insospechadas  en  el 
ducto  biliar  común  de  9 pacientes.  En  base  a este  análisis,  los 
autores  recomiendan  el  colangiograma  operatorio  por  via  del 
ducto  cístico  como  rutina  en  todos  los  paciente  sometidos  a 
colecistectomía. 

Bernardo  J.  Marqués,  M.D. 


INFLUENCE  OF  ORAL  CONTRACEPTIVE  THE- 
RAPY ON  THE  ACTIVITY  OF  SYTEMIC  LUPUS 
ERYTHEMATOSUS:  .lungers,  P,  Dougados,  M,  Pélis- 
sier,  C,  et  al.  Arthritis  & Rheumatism  June  6,  1982. 


Since  harmful  effects  of  estrogens  in  murine  lupus  are  well 
established,  the  influence  of  oral  contraceptive  therapy  on 
systemic  lupus  erythematosus  activity  in  26  female  patients 
with  lupus  nephropathy  was  studied.  Combined  preparations 
containing  either  50  ug  (14  patients)  or  30  ug  (7  patients)  of 
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ethinyl-estradiol  were  used  in  21  courses  in  20  patients.  Initial 
manifestation  or  exacerbations  of  systemic  lupus  activity 
appeared  within  3 months  of  beginning  hormonal  therapy  in  9 
patients,  an  overall  incidence  of  lupus  flare-up  of  43%;  there 
was  major  renal  involvement  in  4 patients.  Conversely,  evi- 
dence of  lupus  exarcebations  did  not  develop  in  any  of  1 1 
patients  who  received  pure  protogen  oral  contraceptive  the- 
rapy with  either  continuous  low-dose  norsteroids  (6  patients) 
or  discontinuous  progestogens  at  at  normal  dosage  (5 
patients).  These  patients  were  followed  for  5-30  months.  Our 
data  indicated  that  oral  contraceptive  therapy  that  used  estro- 
gens even  at  low  doses,  often  induced  exacerbations  of  syste- 
mic lupus  erythematosus  activity.  Pure  progestogens,  which 
were  effective  and  devoid  of  such  unfavorable  effects,  may  be 
preferred  in  these  patients. 

Edwin  Mejias,  M.D. 


EFFECT  OF  ISOSORBIDE  AND  HYDRALAZINE  IN 
PAINFUL  PRIMARY  ESOPHAGEAL  MOTILITY 
DISORDERS:  Mellow  MH.  Gastroenterology  1982; 
83:364-70. 


Los  desórdenes  de  motilidad  esofágica  pueden  causar 
dolor  en  el  pecho.  El  autor  evaluó  la  respuesta  a dos  rela  jado- 
res  de  músculo  liso,  isosorbide  e hidralazina,  en  cinco  pacien- 
tes con  ciertos  criterios  de  espasmo  doloroso  del  esófago. 
Encontró  que  la  hidralazina  fue  más  efectiva  en  disminuir  la 
respuesta  esofágica  al  agente  betanecol  (un  agonista  de  con- 
tracción de  músculo  liso  que  aumenta  la  fuerza  y la  duración 
de  contracciones  en  el  esofágo).  Esta  disminución  en  motilidad 
esofágica  por  hidralazina  estuvo  acompañada  con  una  protec- 
ción contra  el  desarrollo  de  dolor  en  el  pecho.  Los  pacientes 
que  el  trató  con  hidralazina  por  vía  oral  (75-200  mg  diariamente) 
reportaron  mejoría  de  sus  síntomas.  Los  resultados  sugieren 
que  la  hidralazina  puede  ser  efectiva  en  el  tratamiento  de  pacien- 
tes con  dolor  de  pecho  debido  a desórdenes  primarios  de 
motilidad  del  esófago. 


PERIOPERATIVE  CORONARY  ARTERIAL  SPASM: 
LONG  TERM  FOLLOW-UP:  Buxton  AE,  Hirshfeld 
JW,  Untereker  WJ,  et  al.  Am  J Cardiol  1982,  50:444, 

The  study  identifies  the  clinical  manifestations  of 
perioperative  spasm  in  9 patients  submitted  for  coronary  by 
pass  graft  treatment  and  long  term  follow  up  of  survivals  (6). 

All  patients  presented  this  ischemic  event  within  1/2-2  hr. 
of  postoperative  period.  It  was  recognized  by  inferior  lead  ST 
elevation  and  hypotension.  Some  patients  also  developed 
supraventricular  arrythmias,  or  A-V  Block,  reversible  with 
Phentolamine  5 mg  IV,  Nitroglycerin  (IV  or  intracoronary) 
plus  Nifedipine  30  mg  q6  hr.  by  nasogastric  tube,  and  later  p.o. 

Coronary  angiography  performed  3-12  months  postoperati- 
vely  disclosed  normal  right  coronary  artery  and  patent  grafts. 
Ergonovine  testing  failed  to  induce  coronary  spasm,  except 
for  one  patient.  Wall  motion  abnormalities  were  present  in  2 
cases.  Post-operative  ECG’s  disclosed  new  “q”  waves  on  infe- 
rior leads. 
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It  is  concluded  that  perioperative  coronary  spasm  manifes- 
tations range  from  asymptomatic  ST  changes  to  circulatory 
collapse  and  necrosis.  They  can  be  reversed  with  combinations 
of  nitroglycerin,  phentolamine  and  nifedipine. 

Victor  Arroyo,  M.D. 

Hospital  de  Veteranos 


BILATERAL  SUPRASCAPULAR  NEUROPATHY: 

Saud  M,  Kraft  G,  Orthopedic  Review;  1982,  11:135-137. 

In  the  differential  diagnosis  of  shoulder  pain,  suprascapu- 
lar neuropathy  should  be  considered.  The  findings  must  be 
differentiated  from  cervical  root  compression,  subacromial 
bursitis,  rotator  cuff  tear,  brachial  plexus  lesion  and  other 
lesions  that  occur  about  the  shoulder  with  or  without  trauma. 
Review  of  the  recent  English  literature  did  not  reveal  another 
reported  case  of  bilateral  suprascapular  neuropathy.  The  case 
was  an  older  woman  with  a recent  onset  of  bilateral  shoulder  pain 
after  a month’s  bust-development  program.  At  exam,  she 
showed  severe  bilateral  weakness  of  shoulder  external  rotators 
and  abductors,  noticeable  atrophy  of  both  infraspinatus  mus- 
cles, decreased  active  range  of  shoulder  motion,  no  sensory 
loss,  normal  deep  tendon  reflexes  and  unremarkable  radiologi- 
cal exam;  also  there  was  positive  EMG  findings  within  supras- 
pinatus  and  infraspinatus  muscles.  Treatment  consisted  of 
range  of  motion  exercises,  resistive  exercises  program  to 
strenghthen  the  atrophic  and  denervated  muscles,  monitored 
with  EMG  periodically. . Had  complete  recovery  after  14 
months  of  treatment. 

José  R.  Busquéis,  M.D. 


FOUR  UNSUAL  CAUSES  OF  CARPAL  TUNNEL 
SYNDROME:  Levy  M,  Goldberg  I,  Orthopedic  Review; 
1982,  11:67-72. 

Besides  the  already  known  causes  of  median  nerve  com- 
pression within  the  carpal  tunnel,  there  are  few  extraordinary 
cases  of  this  syndrome  whose  etiologies  have  never  been 
published  in  the  English  literature.  Eirst  case  was  the  Carpal 
Tunnel  Syndrome  due  to  anomalous  median  nerve  and  ano- 
malous palmaris  longus  muscle  and  anomalous  deep  palmar 
aponeuronis.  Second  case  is  an  intermittent  Carpal  Tunnel 
Syndrome  secondary  to  a proliferation  of  synovial  and  fibro- 
tic  tissue  mass  within  the  tunnel,  partially  vascularized  with 
chronic  non-specific  inflammatory  infiltration.  The  third  case 
is  a neuroma  in  continuity  resulting  in  an  acute  Carpal  Tunnel 
Syndrome,  requiring  neurolysis  and  transection  of  the  carpal 
ligament,  possibly  due  to  endogenous  trauma.  The  last  case 
was  an  acute  Carpal  Tunnel  Syndrome  due  to  spontanous 
hemorrhage  from  inflammed  rheumatoid  tissue. 

José  R.  Busquéis,  M.D. 
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GOOD  NEWS/BAD  NEWS  ABOUT 
CIMETIDINE’S  USE 

First  the  good  news.  Cimetidine  may  prove  to  be  an  effec- 
tive drug  in  fighting  metastasizing  cancers. 

The  bad  news  is  that  cimetidine,  now  the  most  popular 
prescription  durg,  is  causing  some  serious  concerns  regarding 
adverse  interactions,  some  of  which  possibly  could  be  fatal. 

Cimetidine,  used  largely  in  the  treatment  of  stomach 
ulcers,  is  marketed  under  the  trade  name  of  Tagamet  and  has 
surpassed  Valium  as  the  world’s  largest-seeling  prescription 
drug. 

University  of  Florida  clinical  pharmacist  Leslie  Hendeles 
and  researchers  from  the  University  of  Iowa  report  in  the  New 
England  Journal  ofMedicine  that  cimetidine,  while  not  highly 
toxic  when  taken  alone,  can  seriously  slow  the  natural  elimina- 
tion of  other  drugs  from  the  body  and  thereby  result  in  toxic 
buildups  at  levels  that  could  prove  to  be  life-threatening. 

Hendeles  told  Science  News  that  cimetidine  is  a potent 
inhibitor  of  drug  metabolism  in  the  liver  and  that  there  is  a 
growing  list  of  adverse  interactions  being  reported  in  patients 
who  take  the  drug  along  with  other  medications. 

Meanwhile,  researchers  at  the  University  Hospital  in  Bos- 
ton reported  to  the  American  Society  of  Clinical  Oncology 
that  cimetidine  has  been  shown  to  prolong  the  survival  of  mice 
who  had  lung  tumors  injected  into  their  foot  pads. 

Michael  E.  Oband  and  his  colleagues  now  are  working  to 
determine  whether  cimetidine  may  be  used  to  halt  metastasi- 
zing tumors  in  cancer  patients. 

Their  research  is  based  on  the  activity  of  killer  T cells  and 
suppressor  T cells.  The  immune  systems’s  killer  T cells  are 
supposed  to  reject  tumors,  but  fail  to  do  so  in  many  cancer 
patients.  A reason  for  this  is  believed  to  be  that  the  tumor 
stimulates  the  production  of  suppressor  T cells  that  inhibit  the 
activity  of  the  killer  T cells. 

Knowing  that  cimetidine  fights  ulcers  by  suppressing  the 
effect  of  histamine  in  activating  the  stomach  to  produce  acid, 
the  researchers  found  that  cimetidine  also  could  suppress  sup- 
pressor T cells  in  fighting  tumors. 


SPORTS,  MEDICINE,  AND  SCIENCE 

The  American  College  of  Sports  Medicine  is  at  a most 
interesting  time  in  its  history,  with  rapid  growth  in  members- 
hip, new  headquarters,  and  growing  public  awareness  of 
sports  medicine  and  fitness.  There  are,  of  course,  a large 
number  of  organizations  who  describe  part  or  even  their  entire 
mission  as  the  study  of  sports  science  and  medicine  — in  a wide 
range  of  scientific  and  medical  specialties.  What  is  there  that  is 
unique  about  the  American  College  of  Sports  Medicine?  What 
does  it  offer  its  membership  which  is  different  from  a variety  of 
other  organizations?  Each  one  of  us,  of  course,  will  have  our 
own  answer  to  these  questions. 

I have  arrived  at  my  own  answer  to  these  and  a number  of 
other  related  questions  over  the  past  few  years  as  I’ve  partici- 
pated in  the  activities  of  the  College  at  the  regional  and  natio- 
nal level.  As  an  orthopaedic  surgeon  with  an  interest  in 
pediatrics,  disorders  of  the  spine,  dance,  and  sports  medicine, 
I participate  in  a number  of  quite  different  specialty  organiza- 
tions. I have  found  my  participation  in  the  activities  of  the 
American  College  of  Sports  Medicine  complementary  to  the 
activities  of  many  of  these  organizations  but  in  several  impor- 
tant ways,  to  be  quite  unique. 

My  own  feelings  about  the  uniqueness  of  this  College  can 
be  summarized  in  three  words:  science,  democracy,  and 
variety.  The  college  has  had  a strong  scientific  basis  since  its 
inception,  and  has  maintanined  this  strength.  It  has  also  been 
a democratic  organization  open  to  a great  variety  of  practitio- 
ners and  students  of  sports  science  and  medicine  — with  the 
reservation  that  all  be  prepared  to  have  their  hypotheses, 
treatment  techniques,  and  results  subject  to  close  and  critical 
analysis  by  colleagues  from  a wide  range  of  disciplines.  The 
orthopaedic  surgeon  describing  the  results  of  a new  ligamen- 
tous repair  operation  should  have  these  results  scrutinized  by 
the  ligament  physiologist;  the  podiatrist  describing  beneficial 
results  of  orthotic  management  should  have  the  biomechanist 
as  his  or  her  reviewer,  while  the  promoter  of  a new  high 
performance  diet,  or  exercise  machine,  should  be  subject  to 
similar  review.  By  the  same  token,  the  physiologist  or  biome- 
chanist hypothesizing  mechanisms  of  human  function  or  pat- 
hophysiology which  are  based  on  animal  studies,  or  theoretical 
models,  and  which  are  inconsistent  with  clinical  experience, 
should  have  ready  access  to  the  review  of  experienced  clinicians 
and  practitioners  of  sports  and  fitness  medicine. 

Maintaining  this  free  and  open  exchange  of  ideas  and 
criticism  should  be  the  primary  mission  of  the  College.  The 
practitioner  and  the  scientist  need  each  other.  Without  a close 
and  easy  interchange,  clinical  practice  and  public  education 
can  easily  be  subject  to  cult  or  commercialism,  and  particu- 
larly in  such  fields  as  sports  medicine  or  dance  medicine.  The 
College  is  certainly  the  “Omnibus”  society  of  sports  medicine. 
It  is  a totally  unexclusive  organization.  Anyone  who  has  an 
interest  in  sports  medicine  and  fitness  is  welcome,  but  with  the 
reservation  that  they  must  be  prepared  to  submit  to  the  scienti- 
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fie  process  of  numbers  and  measures  rather  than  impressions. 

The  American  College  of  Sports  Medicine  must  continue 
to  welcome  all  comers,  for  this  is  part  of  its  uniqueness.  Easy 
access  and  strong  science  must  remain  the  foundation  of  this 
organization.  Public  relations,  public  education,  and  promo- 
tion of  the  College  at  the  regional  and  national  level  will  be  an 
easy  tak,  indeed,  if  we  continue  to  study  sports  and  fitness  with 
open  mind  and  free  debate. 

Lyle  J.  Micheli,  M.D. 

Children’s  Hospital  Medical  Center 

Boston,  Mass. 


AMERICAN  ACADEMY 
OF  PEDIATRICS 


PATTERNING  METHOD  OF  TREATING 
BRAIN  DEMAGED  CHILDREN  OFFERS  NO 
SPECIAL  MERIT  AND  MAY  CAUSE  HARM 

The  Doman-Delacato  “patterning”  method  used  to  treat 
children  with  brain  damage  and  other  disorders  “offers  no 
special  merit,  the  claims  of  its  advocates  are  unproven,  and  the 
demands  (it  places)  on  families  are  so  great  that  in  some  cases 
there  may  be  harm  in  its  use,’’  concludes  a new  policy  state- 
ment from  the  American  Academy  of  Pediatrics  (AAP). 

The  Doman-Delacato  treatment  aims  to  improve  a child’s 
“neurological  organization”  through  a series  of  repeated  exer- 
cises and  is  claimed  by  the  Institutes  for  the  Achievement  of 
Human  Potential  in  Chestnut  Hill,  Pennsylvania,  to  benefit 
cases  of  mental  retardation,  learning  problems  and  behavior 
disorders.  Its  advocates  also  say  the  treatment  can  make  nor- 
mal children  superior  and  that  it  could”  ‘hasten  the  evolutio- 
nary process’  ” and  ease  world  tensions. 

In  1968  the  Academy  was  one  of  a consortium  of  health 
organizations  which  issued  a cautionary  statement  on  patter- 
ning. The  new  AAP  statement  was  prompted  by  persistent 
media  coverage  claiming  that  patterning  is  successful  as  well 
as  by  an  increasing  number  of  inquiries  from  parents  and 
public  officials. 

In  its  statement,  the  Academy  cites  several  studies  which 
found  that  the  treatment  showed  little  or  no  benefit  and  that 
the  theory  behind  the  method  is  “not  consistent  with  generally 
accepted  views  about  the  nature  of  neurologic  development”. 
One  study  compared  three  groups  of  severely  mentally  retar- 
ded children  who  were  treated  either  with  patterning,  motiva- 
tional techniques  or  routine  care.  There  was  no  significant 
difference  in  improvement  among  the  three  groups,  and  the 
researchers  concluded  that  patterning  cannot  be  recommen- 
ded over  standard  care. 

Although  improved  reading  performance  by  some  chil- 
dren who  have  followed  the  patterning  regimen  has  been 
reported,  the  AAP  points  out  that  statistical  analysis  of  the 
method’s  results  reveals  few  demonstrable  benefits.  Some  of 
these  children  had  been  misdiagnosed  or  originally  had  been 
given  unduly  perssimistic  prognoses,  the  AAP  says.  Further- 
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more,  since  the  children  matured  at  varying  rates,  claims  that 
their  improvement  was  due  to  a specific  form  of  treatment  are 
unwarranted,  the  Academy  adds. 

The  Academy’s  statement  also  expresses  concern  that  the 
demands  of  following  the  exercise  regimen  can  place  conside- 
rable stress  on  parents  and  may  lead  them  to  neglect  other 
family  members’  needs.  “The  promotional  methods  employed 
by  the  Institutes,”  says  the  Academy,  “make  it  difficult  for 
parents  to  refuse  such  treatment  without  calling  into  question 
their  adequacy  and  motivation  as  parents”. 

Doman  and  Delacato  also  have  indicated,  adds  the  Aca- 
demy, that  many  typical  child  rearing  practices  limit  a child’s 
potential.  Such  claims,  .says  the  AAP,  are  made  without  sup- 
porting data  and  increase  “the  anxiety  of  already-burdened 
and  confused  parents”. 
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INTERAMERICAN  COLLEGE  SEEKING 
ACTIVE  FELLOWS 

The  Interamerican  College  of  Physicians  and  Surgeons,  a 
non-profit,  tax-exempt,  medical  organization,  interested  in 
the  development  of  closer  relations  among  the  physicians  of 
the  Americas,  is  seeking  active  Fellows. 

The  Interamerican  College  of  Physicians  and  Surgeons 
was  created  to  recognize,  encourage  and  generate  positive 
efforts  that  serve  one  or  more  overlapping  objectives: 

• Increase  Interamerican  understanding  and  medical  com- 
munications in  its  broadest  sense  among  the  physicians  of 
the  Americas. 

• Harness  developing  health  resources  to  meet  their  functio- 
nal and  educational  needs. 

• Develop  a network  of  communication  within  the  Medical 
Schools,  Medical  Societies,  Social  Securities,  Health 
Ministries  and  individual  physicians,  giving  opportunities 
that  enrich  a society’s  human  base  for  health  and  econo- 
mic growth  and  democratic  participation. 

Those  interested  may  contact  the  College  at  299  Madison 
Avenue,  New  York,  N.Y.  10017 

Contact:  René  F.  Rodriguez,  M.D. 

President 
(212)  599-2737 
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GENERIC  ACETAMINOPHEN  REMAINS  AVAILABLE 


The  active  ingredient  of  Tylenol  is  a synthetic  compound 
known  as  acetaminophen.  Acetaminophen  alone  or  in  combi- 
nation with  other  drugs  is  available  without  prescription  in 
dozens  of  over-the-counter  pain  medications  and  cold  reme- 
dies. Some  carry  brand  names,  others  are  labeled  and  sold  as 
generic  acetaminophen. 

By  itself,  acetaminophen  is  used  in  the  treatment  of  heada- 
che and  other  common  aches  and  pains.  Like  aspirin,  for 
which  it  is  often  a substitute,  acetaminophen  is  helpful  in 
reducing  fever.  But  unlike  aspirin,  the  drug  has  little  or  no 
effect  against  arthritis  and  other  rheumatic  conditions,  accor- 
ding to  the  AMA  Drug  Evaluations,  2l  state-of-the-art  reference 
book  compiled  by  the  American  Medical  Association  Divi- 
sion of  Drugs  in  cooperation  with  the  Amrican  Society  for 
Clinical  Pharmacology  and  Therapeutics.  (Acetaminophen 
can  be  used  as  a pain  reliever  for  people  with  gouty  arthritis 
because  the  aspirin  substitute  does  not  interfere  with  the 
effects  of  other  drugs  used  to  treat  gout.) 

Acetaminophen  may  be  recommended  over  aspirin  by  a 
physician  for  people  who  are  allergic  to  aspirin  or  for  those 
who  have  certain  medical  problems  such  as  bleeding  tenden- 
cies (hemophilia)  or  stomach  ulcers. 

The  entry  from  AMA  Drug  Evaluation  on  acetaminophen 
reads  in  part  as  follows: 

“The  efficacy  of  acetaminopehn  as  an  analgesic  and  anti- 
pyretic is  equivalent  to  that  of  aspirin,  and  it  is  also  used  in  the 
tratment  of  headache,  mild  to  moderate  myalgia,  arthralgia, 
chronic  pain  from  cancer,  postpartum  pain,  postoperative 
pain,  and  fever.  Acetaminopen,  unlike  aspirin,  has  little  or  no 
clinically  significant  antirheumatic  effect  with  usual  doses.  It  is 
the  preferred  alternative  analgesic-antipyretic  to  aspirin,  parti- 
cularly in  patients  allergic  to  aspirin,  those  with  a coagulation 
disorder  (eg.  hemophilia),  or  individuals  with  a history  of 
peptic  ulcer.  Unlike  aspirin,  acetaminophen  does  not  antago- 
nize the  effects  of  uricosuric  agents;  thus,  it  may  be  used  as  an 
analgesic  in  patients  with  gouty  arthritis  who  are  taking  a 
uricosuric. 

“Adverse  reactions  to  acetaminophen  occur  infrequently 
and  hypersensitivity  only  rarely.  Acetaminophen  is  a metabo- 
lite of  phenacetin  and  acetanilid  but,  unlike  these  drugs,  pro- 
duces little  or  no  methemoglobinemia  and  reports  of 
hemolytic  anemia  have  been  rare.  It  does  not  cause  gastroin- 
testinal bleeding.” 


COMBINATION  TREATMENTS  FOUND 
SUCCESSFUL  AGAINST  EARLY  BREAST  CANCER 

Are  there  therapeutic  alternatives  that  give  early  breast 
cancer  patients  as  good  a chance  for  disease -free  survival  as 
does  mastectomy?  The  controversy  surrounding  treatment  for 
early  breast  cancer,  which  will  strike  more  than  100,000 
women  in  the  United  States  this  year,  was  fueled  atan  interna- 
tional conference  cosponsored  in  May  by  Harvard  Medical 
School,  Beth  Israel  Hospital  and  the  Joint  Center  for  Radia- 
tion Therapy,  Boston. 

The  debate,  reported  in  the  Medical  News  section  of  the 
October  15,  1982  , JAMA,  is  over  whether  conservative  sur- 
gery and  “sampling”  or  removal  of  axillary  lymph  nodes 
followed  by  radiation  therapy  is  as  effective  as  the  con- 
ventional modified  or  radical  mastectomy.  The  newer  con- 
servative techniques  include  removing  the  cancerous  lump, 
sometimes  along  with  some  apparently  healthy  breast  tissue, 
and  segmental  resection  or  quadrantectomy,  which  involves 
removing  more  of  the  breast.  In  contrast,  the  conventional 
modified  radical  (or  total)  mastectomy  involves  removal  of 
the  entire  breast  and  one  of  the  underlying  chest  muscles, 
while  a radical  mastectomy  requires  removal  of  both  chest 
muscles  as  well  as  the  axillary  lymph  nodes.  The  nodes  are 
removed  so  that  they  may  be  examined  for  the  presence  of 
cancer. 

Data  from  five  retrospective  studies  carried  out  over 
periods  of  10  to  20  years  in  France,  Canada  and  the  United 
States  provide  evidence  that  some  form  of  local  excision  with 
radiation  therapy  (to  the  breast  and  sometimes  the  axillary 
lymph  nodes)  is  equivalent  to  mastectomy  in  preventing  dis- 
ease recurrence  and  prolonging  survival  and  is  superior  in 
cosmetic  results.  Survival  rates  of  83  percent  at  five  years  and 
71  percent  at  10  years  were  reported  by  Roy  Clark,  MD, 
radiation  oncologist  at  the  Princess  Margaret  Hospital, 
Toronto,  comparable  to  rates  reported  for  radical  surgery. 
The  Canadian  study  involved  800  women  with  early  breast 
cancer  treated  by  local  excision,  623  of  whom  also  received 
postoperative  radiation  therapy. 

A study  performed  at  M.D.  Anderson  Hospital  and 
Tumor  Institute,  Houston,  reported  by  radiotherapist  Elean- 
nor  Montague,  M.D.,  compared  265  patients  treated  with 
conservative  surgery  and  radiation  therapy  with  657  similar 
patients  treated  with  radical  mastectomy  alone.  Ten-year  sur- 
vival rates  as  well  as  recurrences  were  comparable  for  both 
groups. 

A number  of  physicians  still  believe  that  mastectomy  gives 
superior  results  for  most  patients.  Jerome  Urban,  M.D.,  atten- 
ding surgeon  in  the  Breast  Service  at  Memorial  Sloan- 
kettering  Cancer  Center,  New  York,  who  did  not  attend  the 
conference,  told  JAMA  Medical  News  that  lumpectomy  and 
radiation  therapy  are  a reasonable  choice  for  patients  who 
have  small  tumors  and  no  sign  of  cancer  in  the  axillary  lymph 
nodes.  For  patients  with  larger  tumors  and  nodal  involve- 
ment, though,  some  type  of  mastectomy  is  indicated,  he  said. 

Conference  participants  agreed  that  patients  with  more 
than  one  tumor  or  with  large  tumors  should  not  be  considered 
candidates  for  conservative  surgery  and  radiation  therapy 
because  the  amount  of  tissue  removed  and  the  amount  of 
postoperative  irradiation  needed  would  be  too  great  for  good 
cosmetic  results.  There  was  no  consensus,  however,  on  how 
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much  healthy  breast  tissue  should  be  removed  during  conser- 
vative surgery,  nor  could  participants  agree  on  the  extent  to 
which  axillary  lymph  nodes  should  be  removed  for  examina- 
tion, whether  the  armpit  should  be  irradiated,  or  how  much 
arm  swelling  results  from  complete  removal  of  the  axillary 
lymph  nodes. 

There  was  some  agreement  at  the  conference  that  conser- 
vative surgery  and  radiation  therapy  could  be  substituted  for 
mastectomy  in  treatment  centers  where  a .sophisticated  medi- 
cal team,  consisting  of  a rugeon,  pathologist,  oncologist  and 
radiotherapist,  is  available.  “If  a patient  cannot  go  to  a center 
with  a knowledgeable,  dedicated  team,  she  is  better  off  having 
a mastectomy”,  said  Jay  R.  Harris,  MD,  clinical  director  of 
the  Joint  Center. 

Conference  participants  also  addressed  the  role  of  chemo- 
therapy in  the  treatment  oif  early  breast  cancer.  When  radiation 
therapy  and  chemotherapy  are  combined,  explained  Stephen 
K.  Carter,  MD,  director  of  the  Northern  California  Cancer 
Program,  Palo  Alto,  the  recurrence  of  disease  in  the  breast  and 
the  spread  of  metastases  may  be  reduced.  Whether  the  two 
therapies  should  be  given  at  the  same  time  or  sequentially  is 
under  study;  one  question  is  whether  adequate  dosages  of 
cytotoxic  drugs  can  be  given  to  patients  who  have  undergone 
radiation  therapy  (which  causes  a decrease  in  white  blood  cell 
numbers).  Most  investigators  at  the  Boston  conference  agreed 
that  it  could. 

In  a study  at  Long  Island  Jewish-Hillside  Medical  Center, 
New  Hyde  Park,  NY,  Leslie  Wise,  MD,  chairman  of  surgery, 
founda  major  difference  between  the  self-images  of  2 1 lumpec- 
tomy patients  and  46  mastectomy  patients.  Women  under- 
going lumpectomy,  the  study  revealed,  showed  less  decrease  in 
feelings  of  femininity  and  attractiveness  and  were  less  self- 
conscious  than  mastectomy  patients.  The  investigators  also 
found  that  lumpectomy  patients  received  more  emotional  sup- 
port than  did  mastectomy  patients,  possibly  because  they  were 
more  open  about  their  surgery  and  more  comfortable  in  talking 
about  it  with  their  husbands,  friends  and  physicians. 

The  major  differences  between  the  two  groups  after  sur- 
gery was  in  the  patient’s  perceptions  of  their  husband’s  inte- 
rest in  sex.  Lumpectomy  patients  found  this  was  enhanced 
while  mastectomy  patients  found  it  had  declined.  The  impor- 
tance of  breat  stimulation  during  lovemaking  decreased  mar- 
kedly after  mastectomy  but  not  lumpectomy.  Severe  sexual 
dysfunction  was  observed  only  in  the  mastectomy  patients, 
but  most  of  tñem  had  marital  problems  before  surgery. 

Clinical  trials  comparing  the  different  methods  of  treating 
early  breast  cancer  are  under  way  at  many  institutions,  inclu- 
ding the  National  Cancer  Institute,  Bethesda,  MD,  and  medi- 
cal centers  cooperating  in  the  National  Surgical  Adjuvant 
Project  for  Breast  and  Bowel  Cancer. 


VAGINAL  SPERMICIDE  CONTRACEPTIVES 
PROTECT  WOMEN  FROM  SEXUALLY 
TRANSMITTED  DISEASES 

Additional  evidence  that  vaginal  spermicide  contracepti- 
ves protect  women  from  sexually  transmitted  diseases  appears 
in  the  October  1 , issue  of  JAMA  in  a report  from  the  Boston 
Collaborative  Drug  Surveillance  Project,  Boston  University 
Medical  Center. 

In  a two-year  study  ending  December  31,  1980,  Hershel 
Jick,  MD,  and  colleagues  found  that  women  who  used  spermi- 
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cides  developed  gonorrhea  at  one-fourth  to  one-eighth  the 
rate  of  oral  contraceptive  u.sers  or  of  women  who  had  been 
surgically  sterilized.  This  repre.sented  a protective  effect  of  75 
percent  or  more.  The  women  in  the  study  were  patients  at  the 
Group  Health  Cooperative  of  Puget  Sound,  Seattle,  who  had 
been  born  between  1940  and  I960  and  who  had  been  identified 
as  .sexually  active  by  a history  of  sterilization  or  recent  pres- 
cription for  contraceptives. 

The  findings  must  be  interpreted  cautiously,  Jick  writes, 
because  the  study  could  not  be  completely  controlled  for 
differences  in  sexual  habits  affecting  frequency  of  exposure  to 
gonorrhea  or  for  concurrent  use  of  barrier  methods  of  contra- 
ception, such  as  condoms  and  diaphragms,  which  have  their 
own  protective  effect  against  sexually  transmitted  diseases. 

Data  from  the  Centers  for  Disease  Control  (CDC), 
Atlanta,  show  that  there  has  been  an  alarming  rise  in  the 
annual  incidence  of  gonorrhea  in  the  past  20  years,  from  about 
145  per  100,000  population  in  1960  to  about  460  per  100,000 
population  in  1979.  More  than  1 million  cases  of  gonorrhea 
were  reported  in  the  United  States  in  1979,  where  this  disease 
currently  ranks  first  among  reported  communicable  diseases. 

In  an  accompanying  editorial,  CDC  scientistis  Willard 
Cates,  Jr.,  MD,  Paul  J.  Weisner,  MD,  and  James  W.  Curran, 
MD,  write  that  vaginal  spermicides  have  been  demonstrated 
to  be  effective  against  “a  surprising  array  of  organisms,  inclu- 
ding those  that  cause  gonorrhea,  syphilis,  trichomoniasis, can- 
didiasis, and  herpes  genitalis  types  1 and  2.”  Furthermore, 
vaginal  spermicides  have  the  advantages  ofbeing  cheaper  than 
other  forms  of  artificial  contraception,  available  without  pres- 
cription, and  under  the  control  of  the  woman  user,  and  they 
can  be  used  selectively  with  casual  sexual  partners. 

The  CDC  teams  warns,  however,  against  too  great  a 
reliance  on  vaginal  spermicides  as  protection  against  sexually 
transmitted  diseases  and  pregnancy.  To  be  effective,  the  sper- 
micides must  be  used  according  to  directions  for  each  expo- 
sure. There  is  concern  among  some  investigators,  too,  that  the 
spermicides  may  eventually  be  demonstrated  to  cause  birth 
defects.  In  addition,  use  of  spermicides  may  make  laboratory 
detection  of  sexually  transmitted  diseases  difficult. 

The  most  critical  concern,  though,  is  that  using  the  spermi- 
cides may  give  women  a false  sense  of  security  regarding  their 
protection  against  pregnancy  and  sexually  transmitted  dis- 
eases, causing  them  to  delay  seeking  medical  attention  and 
increasing  the  potential  for  injury  from  complications, accor- 
ding to  the  CDC  physicians. 

MALIGNANT  MELANOMA: 

ESPECIALLY  DANGEROUS  FOR 
AMERICAN  BLACKS 


Malignant  melanoma,  a cancer  of  the  black  pigment- 
producing  cells  of  the  skin,  occurs  up  to  ten  times  more 
frequently  among  whites  than  among  blacks  in  America,  but 
is  far  more  deadly  for  its  black  victims,  according  toa  report  in 
the  October  15  Journal  of  the  American  Medical  Association. 

In  a retrospective  study  of  31  black  patients  with  malig- 
nant melanoma,  Douglas  S.  Reintgen,  MD,  and  colleagues  at 
Duke  University  Medical  Center,  Durham,  North  Carolina, 
found  that,  when  first  seen  by  physicians,  black  patients  had 
more  advanced  stages  of  disease  and  more  deeply  invasive 
tumors  than  patients  in  a white  study  population  of  2,581. 
Only  23  percent  of  the  black  patients  were  still  alive  five  years 
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after  diagnosis,  compared  to  more  than  50  percent  of  the  white 
patients.  When  statistics  were  controlled  for  such  variables  as 
sex.  age,  site  of  the  tumor  and  stage  of  disease  at  diagnosis, 
survival  rates  for  blacks  remained  significantly  lower  than  for 
whites. 

In  a separate  interview,  coauthor  Hilliard  F.  Seigler,  MD, 
said  that  physicians  cannot  explain  why  malignant  melanoma 
is  a more  aggressive  disease  among  blacks  than  whites. 

Another  difference  between  blacks  and  whites  was 
demonstrated  by  the  primary  site  of  the  tumor.  Sixty  percent 
of  Reintgen’s  black  patients  had  lesions  develop  on  the  sole  of 
the  foot  or  under  a toenail;  in  contrast,  fewer  than  three 
percent  of  the  white  patients  had  lesions  of  the  foot. 


TEMPORARY  SURVIVAL  WITH  NO 
RED  BLOOD  CELLS  REPORTED 


A severely  ill  woman  remained  alive  and  lucid  for  almost 
five  hours  despite  the  fact  that  virtually  all  of  her  red  blood 
cells  and  those  transfused  into  her-were  destroyed  by  bacteria 
that  had  stricken  her. 

The  account  of  the  woman’s  battle  with  the  infection 
caused  by  Clostridium  peifringens.  described  in  the  Oct.  22/29 
JAMA,  is  believed  to  be  only  the  second  such  report  of  tempo- 
rary survival  with  few,  if  any,  circulating  red  blood  cells.  The 
first  such  case  was  reported  in  1967;  that  patient  survived  for 
two  hours  fully  conscious. 

Both  patients  had  been  suffering  from  cancer  and  were 
infected  by  similiar  bacteria,  whose  toxins  can  lead  to  the 
destruction  of  red  blood  cell  membranes.  Both  apparently 
survived  because  natural  hemoglobin,  released  by  the  bursting 
red  blood  cells,  was  effective  in  transporting  oxygen. 

Until  about  10  years  ago,  it  was  believed  that  the  oxygen- 
carrying pigment  hemoglobin  had  to  be  contained  within  its 
natural  envelop  — the  red  blood  cell  membrane — to  transport 
oxygen  without  causing  damage  to  the  kidneys  and  coagula- 
tion within  the  blood  vessels. 

Now  these  adverse  effects  are  thought  to  be  caused  by  red 
blood  cell  elements  other  than  hemoglobin,  according  to 
Howard  R.  Terebelo,  DO,  the  principal  author  of  the  JAMA 
report,  who  is  at  Walter  Reed  Army  Medical  Center  in  Was- 
hington, D.C. 

At  one  point  early  in  the  last  hours  of  the  woman  whose 
case  is  reported  in  the  current  JAMA,  and  before  transfusions 
were  begun,  laboratory  tests  revealed  that  her  hematocrit  had 
fallen  to  zero  percent  — a finding  that  is  seemingly  incompati- 
ble with  survival. 

The  hematocrit  is  the  ratio  fo  the  volume  of  red  blood  cells 
to  the  volume  of  whole  blood  as  measured  after  a sample  of 
whole  blood  in  a test  tube  is  spun  in  a centrifuge.  The  heavy 
red  blood  cells  pack  at  the  bottom  of  the  glass  tube  and  in 
normal  circumstances  account  for  somewhat  less  than  40  per- 
cent of  the  total  volume.  The  remainder  is  white  blood  cells 
and  plasma. 

Even  after  the  woman  was  transfused  with  red  blood  cells 
her  hematocrit  never  rose  much  beyond  seven  percent,  yet  she 
remained  lucid  and  her  blood  pressure  was  normal. 

Hemoglobin  that  is  free  of  cellular  elements  should  be 
given  consideration  as  a blood  substitute  in  humans,  he  said. 
And  clinical  trials,  he  believes,  are  warranted. 


YOUNG  WRESTLERS  AT  LOW 
RISK  FOR  MAJOR  INJURIES 

The  adage,  “the  bigger  they  are,  the  hardier  they  fall,”  may 
not  be  appropriate  for  school-age  and  collegiate  wrestlers, 
according  to  an  article  in  the  October  22  Journal  of  the  Ameri- 
can Medical  Association. 

A 1981  study  of  four  state  wrestling  tournaments  involving 
1 ,049  students  aged  nine  to  20.  revealed  no  direct  link  between 
weight  class  and  frequency  of  injury  according  to  researchers 
Richard  H.  Strauss,  MD,  and  Richard  R Lanese,  PhD,  at 
Ohio  State  University.  The  only  consistent  determinant  of 
injury,  they  say,  was  the  amount  of  time  wrestlers  spent  in 
physical  conflict. 

Boys  aged  nine  to  14  who  wrestled  in  three-minute  mat- 
ches suffered  fewer  injuries  than  high-school,  collegiate  and 
Big  Ten  students  who  wrestled  six  to  eight  minutes.  The  boys 
averaged  2.10  injuries  per  100  matches,  compared  with  8.58 
for  high  school  wrestlers,  9.91  for  Ohiocollegiatesand6.18for 
Big  Ten  contenders.  When  the  statistics  were  adjusted  for 
differences  in  the  length  of  matches,  the  boys  and  the  Big  Ten 
wrestlers  had  about  same  frequency  of  injury,  about  7.6  inju- 
ries per  1 ,000  minutes  at  risk,  while  the  rates  for  high  schoolers 
and  Ohio  collegiates  were  17.5  and  19.3  respectively. 

Strauss  and  Lanese  found  injury  rates  highest  in  the 
second  of  three  periods  in  a match,  but  cannot  explain  the 
phenomenon.  They  also  identified  the  takedown  maneuver, 
when  standing  opponents  attempt  to  wrestle  each  other  down 
to  the  mat,  as  a brief  time  of  high  risk. 

Knee  and  ankle  sprains  made  up  20  percent  of  reported 
injuries,  followed  by  armpit  injury,  concussions  and  facial  and 
scalp  lacerations.  One  boy  suffered  a lower  arm  fracture  and 
one  Big  Ten  wrestler  dislocated  an  elbow. 

Wrestling  is  the  nation’s  fifth  most  popular  high  school 
sport,  attracting  some  245,000  participants.  Varsity  wrestling 
teams  are  supported  by  368  colleges  and  universities.  One 
reason  for  this  popularity,  say  the  authors,  is  that  athletes  of 
all  sizes  can  compete  because  they  wrestle  against  opponents 
of  the  same  weight. 

Such  weight-designated  one-one-one  competition  also 
helps  make  wrestling  one  of  the  safest  sports,  says  Jack  A. 
Bell,  AMA  sports  medicine  specialist. 

“Opponents  are  evenly  matched  and  there  is  no  abrupt 
violent  contact  such  as  you  find  in  football,”  Bell  explained. 
“There  referee  closely  oversees  the  entire  match,  specifically 
looking  for  illegal  holds  that  are  dangerous  to  both  athletes.” 

However,  because  of  the  overall  rate  of  12  injuries  per  100 
high  school  and  college  wre.stlers  reported  in  the  JAMA  arti- 
cle, both  the  researchers  and  Bell  advise  that  trained  medical 
personnel  be  on  hand  at  tournaments  to  assist  injured  athletes. 

AGENT  ORANGE  ALERT 


Physicians  across  the  country  are  being  alerted  by  the 
American  Medical  Association  to  watch  for  signs  of  adverse 
effects  in  certain  patients  exposed  to  a chemical  contaminant 
of  AGent  Orange  known  as  TCDD. 

The  alert  is  in  a report  published  in  the  Oct.  15,  JAMA, 
which  reaches  more  than  310,000  physicians  in  the  U.S.  It  is 
based  on  a review  by  the  AMA  Council  on  Scientific  Affairs  of 
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the  medical  evidence  on  toxicity  and  long-term  health  effects 
of  Agent  Orange. 

Besides  calling  for  an  alert  to  all  physicians,  the  report 
recommends  that  physicians  cooperate  in  collecting  vital 
information  needed  in  the  ongoing  studies  on  the  effects  of 
Agent  Orange  in  man. 

Agent  Orange  came  to  prominence  during  the  latter  stages 
of  the  United  States  involvement  in  Vietnam  when  the  herbici- 
dal  mixture  was  sprayed  over  certain  areas  of  Vietnam  to 
defoliate  the  jungle. 

However,  according  to  the  AMA  council  report,  similar 
spray  programs  have  been  used  in  the  United  States  as  a means 
of  forestry  management.  And  for  the  past  30  years,  the  report 
says,  mixtures  of  2,  4-D  and  2,  4,  5-T,  which  are  th  principal 
chemical  components  of  Agent  Orange,  have  been  used  exten- 
sively by  homeowners  and  farmers  for  ridding  lawns  and 
agricultural  acreage  of  unwanted  broad  leaf  vegetation. 

Since  1949,  an  estimated  579  workers  in  the  U.S.  have  been 
exposed  to  TCDD  and  its  chemical  relatives  in  at  least  a dozen 
industrial  accidents. 

Although  the  report  does  not  estimate  the  total  number  of 
people  exposed,  it  says  that  “large  numbers  of  persons  have 
been  exposed  to  varying  amounts”  of  the  chemicals,  including 
the  contaminant  TCDD,  in  the  normal  course  of  employment. 

TCDD,  a dioxin  compound,  was  discovered  in  1957  to  be 
a contaminant  in  the  manufacture  of  a chemical  precursor  of 
4,  4,  5-T.  Inadvertent  exposure  to  the  compound  caused  out- 
break of  chloracne  — a form  of  acne  prominent  on  the  face — 
in  workmen  involved  in  processing  the  chemical  precursors  of 
2,  4 5-T.  Since  then,  data  from  experimental  animals  indicate 
that  TCDD  is  a toxic  material,  the  council  report  says. 

Other  acute  toxic  reactions  to  dioxin  include  liver  and  kid- 
ney damage,  increased  pigmentation  in  the  skin,  an  abnormal 
overgrowth  of  body  hair,  weakness  in  the  legs  and  depression. 
Chronic  exposure  to  TCDD,  the  report  says,  leads  to  degene- 
ration of  the  liver  and  thymus  in  experimental  animals. 
Weight  loss  and  alterations  in  the  level  of  enzymes  in  the  blood 
have  glso  been  observed. 

The  report  indicates  that  TCDD  has  not  been  observed  to 
cause  any  clearly  defined  mutations  outside  ofbacteria.  Howe- 
ver, as  early  as  1969,  the  compound  was  discovered  to  be  the 
cause  of  developmental  abnormalities  in  laboratory  animals. 
A sample  of  2,  4,  5-T  found  to  be  contaminated  with  TCDD 
caused  cleft  palates  in  developing  mice  and  gastrointestinal 
tract  bleeding  in  fetal  rats. 

TCDD  can  induce  cancer  or  serve  as  a cancer  promoter  in 
some  strains  of  rats  and  mice,  the  report  indicates. 

Beyond  the  fact  that  chloracne  had  been  induced  in  rab- 
bits, mice  and  monkeys  from  experimental  TCDD  exposure, 
little  of  the  animal  evidence  is  directly  applicable  to  man. 
“There  is  no  scientific  evidence,”  the  report  says,  “that  2,  4, 
5-T  or  TCDD  has  caused  reproductive  difficulties  or  hazards 
in  the  human.”  Nor,  it  goes  on  to  say,  is  there  conclusive 
evidence  that  these  substances  cause  mutations  or  produce 
developmental  abnormalities  in  man. 

The  report  urges  continued  support  for  studies  on  people 
exposed  or  allegedly  exposed  to  Agent  Orange. 


fU  I Vn.  s 

ON  THE  TRAIL  OF  ANCIENT  EARACHES 


How  far  back  in  time  can  diseases  be  traced?  The  question 
is  often  problematic  because  signs  of  disease  in  human  tissues 
often  vanish  with  the  process  of  decay  after  death.  But  when 
diseases  leave  their  mark  on  durable  human  bones,  scientists 
can  read  the  evidence  like  road  signs  along  an  evolutionary 
path. 

To  determine  whether  the  course  of  otitis  media,  a com- 
mon ear  infection,  has  changed  over  the  past  thousand  years. 
South  Dakota  physicians  John  B.  Gregg,  MD,  and  James  P. 
Steele,  MD,  compared  x-rays  of  the  mastoid  bones  from 
ancient  and  modern  populations  for  evidence  of  the  indelible 
patterns  left  by  the  spread  of  the  infection  into  the  bony  cavity. 

Gregg  and  Steele,  professors  of  otolaryngology  and  radio- 
logy, respectively,  at  the  University  of  South  Dakota  School  of 
Medicine,  report  their  findings  in  JAMA. 

Exceeded  only  by  the  common  cold,  otitis  media  is  the 
second  most  frequent  infection  occuring  in  Indian  children  in 
central  South  Dakota.  The  authors  examined  x-rays  of  the 
mastoid,  the  bony  ridge  at  the  back  of  the  ear,  from  296 
children  aged  10  to  15  years  attending  an  Indian  school;  795 
patients  aged  20  to  92  years,  most  of  whom  were  white  males, 
from  a Veterans  Administration  hospital;  and  the  remains  of 
four  Indian  cultures  dating  from  8:00  A.D.  to  the  late  19th 
century. 

Greeg  and  Steele  found  that  the  school  children  and  the 
Indians  who  lived  before  European  colonization  had  the  high- 
est percentages  of  normal  mastoid  bones  and  the  lowest 
percentages  of  abnormalities  compared  to  the  VA  hospital 
patients  and  the  Indians  who  lived  after  European  contact. 

The  lower  incidence  of  mastoid  abnormalities  in  the 
Indian  school  children  suggests  that  mastoiditis  has  largely 
been  eliminated  in  central  South  Dakota  and  that  otitis  media 
does  not  result  in  mastoid  complications  as  frequently  as  in  the 
past,  say  the  authors. 

The  increased  frequency  of  abnormalities  seen  in  the 
remains  of  Indians  who  lived  after  European  colonization 
may  have  resulted  from  contact  with  virulent  infectious  agents 
to  which  the  Indians  had  no  immunity,  brought  to  the  Ameri- 
cas by  immigrants,  Gregg  and  Steele  speculate. 

Their  findings  offer  evidence  that  either  the  effect  of  otitis 
media  on  mastoid  development  is  being  altered  or  the  patterns 
of  ear  infections  are  changing  or  both.  Better  nutrition  and 
health  care  and  the  availability  of  antibacterial  drugs  are  the 
most  likely  factors  to  credit  for  the  change,  the  authors  say. 
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Ellos  constituyen  la 
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servicio  esmerado. 

Para  tu  mejor 
conveniencia,  sigue  este 
consejo  de  la  Cruz  Azul 
a toda  su  matrícula. 

LA  CRUZ  AZUL 
DE  PUERTO  RICO 
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ESCUELA  DE  MEDICINA  UNIVERSIDAD  DE  PUERTO  RICO 


COMITE  ORGANIZADOR 

JUAN  M.  ARANDA,  M.D. 
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Sociedad  Puertorriqueña  de  Cardiología 

MARIO  R.  GARCIA-PALMIERl,  M.D. 
Presidente 

Sociedad  Interamericana  de  Cardiología 

CARLOS  E.  GIROD,  M.D. 

Presidente 

Asociación  Puertorriqueña  del  Corazón 

ESTEBAN  LINARES,  M.D. 

Presidente 
Comité  Científico 


GERMAN  MALARET,  M.D. 

Preádente 

Colegio  Americano  de  Cardiología 
Capítulo  de  Puerto  Rico 

AGUSTIN  MUÑOZ,  M.D. 

Presidente  Electo 

Sociedad  Puertorriqueña  de  Cardiología 

JORGE  ORTEGA-GIL,  M.D. 

Director 

Educación  Médica  Continuada 
Escuela  de  Medicina,  U.P.R. 

HECTOR  RODRIGUEZ  ESTAPE,  M.D. 
Presidente 
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COMITE  CIENTIFICO 

ESTEBAN  LINARES,  M.D. 

Presidente 
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Con  sumo  placer  queremos  anunciar  que  los  días  7,  8,  9 y 1 0 de  abril  de  1 983,  se 
celebrará  en  el  Hotel  Condado  Holiday  Inn  el  Primer  Congreso  Puertorriqueño  de 
Cardiología. 

A esta  actividad  científica,  auspiciada  por  todas  las  Sociedades  de  Cardiología  del 
país,  y por  la  Escuela  de  Medicina  de  la  Universidad  de  Puerto  Rico,  se  darán  cita 
distinguidos  invitados  de  fama  internacional  y cardiólogos  locales  para  discutir  los 
más  recientes  adelantos  en  el  diagnóstico  y manejo  de  las  enfermedades  cardio- 
vasculares de  adultos  y niños. 

Entre  los  temas  a discutirse  se  han  seleccionado  los  de  más  relevancia  en  la 
práctica  diaria,  como:  Enfermedad  Coronaria,  Muerte  Súbita,  Hipertensión  Arterial, 
Marcapasos,  Arritmias  y Agentes  Antiarrítmicos,  Farmacoterapia  Cardiovascular, 
Enfermedades  Valvulares,  Fallo  Cardiaco,  Enfermedades  Congénitas,  y otras  enfer- 
medades con  que  comúnmente  se  confronta  el  médico  en  su  práctica  diaria. 

Este  evento  científico  ha  sido  diseñado  de  tal  manera  para  que  sea  de  utilidad  para 
Cardiólogos,  Internistas,  Cirujanos  Cardiovasculares,  Médicos  de  Familia  y 
Generalistas. 

Gracias  a los  patrocinadores,  esta  actividad  educativa  se  ofrecerá  a un  precio 
módico  para  que  se  beneficie  el  mayor  número  de  médicos  de  la  comunidad.  Los 
asistentes  al  curso  recibirán  20  horas  crédito  en  Categoría  I. 

Próximamente  recibirán  más  información  sobre  esta  histórica  actividad,  espera- 
mos reserven  la  fecha  en  su  calendario. 
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boletín 


INSTRUCCIONES  PARA  LOS  AUTORES 

El  Boletín  acepta  para  su  publicación  artículos  relativos  a medicina  y cirugía  y las 
ciencias  afuies.  Igualmente  acepta  artículos  especiales  y correspondencia  de  contenido 
(áentirico  que  pudiera  ser  de  interés  general  para  la  profesión  médica.  El  artículo,  si  se 
aceptara,  será  con  la  condición  de  que  se  publicará  únicamente  en  esta  revista. 

Se  urge  a los  autores  se  esfuerzen  en  perseguir  claridad,  brevedad,  e ir  a lo  pertinente 
en  sus  manuscritos  no  importa  el  tema  o formato  del  manuscrito. 

Para  facilitar  la  labor  de  revisión  de  la  Junta  Editora  y la  del  impresor,  se  requiere  de 
los  autores  que  sigan  las  siguientes  instrucciones: 

Manuscrito 

El  manuscrito  completo,  incluyendo  las  leyendas  y referencias  deberán  estar  escritos 
en  maquinilla  a doble  espacio ;por  un  solo  lado  de  cada  página,  en  TRIPLICADO  y con 
amplio  margen.  En  página  separada  deberá  incluirse  ¡o  siguiente:  título,  nombre  del 
autorfes)  y su  grado  (ej:  MD,  FACP),  ciudad  donde  se  hizo  el  trabajo,  el  hospital  o 
institución  académica,  patrocinadores  del  estudio,  y si  un  articulo  ha  sido  leído  en  alguna 
reunión  o congreso,  asi  debe  hacerse  constar  como  una  nota  al  calce. 

El  manuscrito  debe  comenzar  con  una  breve  introducción  en  la  cual  se  especifique  el 
propósito  del  mismo.  Las  secciones  principales  (como  por  ejemplo:  Materiales  y 
Métodos)  deben  identificarse  como  un  encabezamiento  al  centro  y en  letras  mayúsculas. 

Artículos  referentes  a resultados  de  estudios  clínicos  o investigaciones  de  laboratorio 
deben  organizarse  bajo  los  siguientes  encabezamientos:  Introducción,  Materiales  y 
Métodos,  Resultados,  Discusión,  Resumen  (en  español  e inglés).  Reconocimiento  y 
Referencias. 

Artículos  referentes  a estudios  de  casos  aislados  deben  organizarse  en  la  siguiente 
forma:  Introducción,  Materiales  y Métodos  a es  aplicable.  Observaciones  del  Caso, 
Discusión,  Resumen  (en  español  e inglés).  Reconocimientos  y Referencias. 

Nomenclatura 

Deben  usarse  los  nombres  genéricos  de  los  medicamentos.  Podrán  usarse  también  los 
nombres  comerciales,  entre  paréntesis,  si  asi  se  desea.  Se  usará  con  preferencia  el  sistema 
métrico  de  pesos  y medidas. 

Tablas 

Las  tablas  deben  aparecer  en  hojas  separadas.  Estas  deben  incluir  el  titulo,  y el 
número  de  la  tabla  debe  estar  en  romano.  Los  símbolos  de  unidades  deben  limitarre  al 
encabezamiento  de  las  columnas.  Se  deben  omitir  lineas  verticales  y horizontales  en  la 
tabla.  Se  usará  en  las  tablas  el  mismo  idioma  en  el  cual  está  escrito  el  articulo.  Deben 
limitarse  las  tablas  a solo  agüellas  que  contribuvan  al  meior  entendimiento  del 
manuscrito.  Las  tablas  deben  suplementar  el  texto,  no  duplicarlo. 

Dustradones 

Las  fotografías  v microfotografias  se  someterán  como  copias  en  papel  de  lustre,  sin 
montar.  En  el  reverso  de  la  figura  debe  aparecer  el  número  de  la  figura  (arabigo),  ei  autor, 
y debe  indicarse  la  parte  superior  de  la  ilustración.  Las  leyendas  de  cada  ilustradón 
deben  estar  en  hojas  separadas. 

Resumen 

Un  abstracto  no  mayor  de  150  palabras  debe  acompañar  los  manuscritos.  Debe 
incluir  los  puntos  principales  que  ilustren  la  substancia  del  articulo  y la  exposídón  del 
problema,  métodos,  resultados  y condusiones. 

Referencias 

Las  referencias  deben  ser  numeradas  sucesivamente  de  acuerdo  a su  aparición  en  el 
texto.  Los  números  deben  aparecer  en  paréntesis  al  nivel  de  la  linea  u oración.  Al  final  de 
cada  articulo  las  referencias  deben  aparecer  en  el  orden  numérico  en  que  se  citan  en  el 
texto.  Deben  utilizarse  solamente  las  abreviaturas  indicadas  en  el  "Cumulative  Index 
Medicus”  que  publica  la  Asociación  Médica  Americana.  Las  referendas  deben  seguir  el 
patrón  que  se  describe  a continuación. 

1.  Para  artículos  de  revistas:  Apellidáis)  e iniciales  del  nombre  del autor(es).  título  del 
artículo,  nombre  de  ía  revista,  ano,  volumen,  número,  páginas.  Por  ejemplo: 

Vilíavicencio  R:  Soplos  Inocentes  en  Pediatría,  Boí.  Asoc.  Med  PR  1981:  73 
(10):  479-87 

Si  hay  más  de  5 autores,  incluir  los  primeros  3 y añadir  et  al. 

2.  I^ra  dtación  de  libros  donde  el  autor(es)  del  capitulo  citado  es  a su  vez  el  Oos) 
editor(es):  Apellido(s)  e iniciales  del  autor(es),  título  del  libro,  número  de  edición, 
ciudad,  casa  ettlora,  año  y página.  Por  ejemplo: 

Keith  JD,  Rowe  RD,  had  P:  Heart  Disease  in  hrfaney  and  Childhood,  3d.  Ed., 
New  York,  MacMillan,  1978,  p.  789 

3.  I^ra  dtación  de  libros  donde  el  editorfes)  no  es  el  autor(es)  del  capitulo  dtado  se 
añade  el  autor(es)  del  capitulo  y el  título  del  mismo.  Por  ejemplo: 

Olley  PM:  Cardiac  Arrythmias:  In:  Keith  JD,  Rowe  RD,  \1ad  P Eds.  Heart 
Disease  in  Infancy  and  Childhood.  3d  Ed.,  New  York,  MacMillan,  1978,  p 
275-301 

Observar  que  no  se  usa  el  punto  después  de  las  iniciales  de  los  autores  nral  final  de  las 
referencias. 

Cartas  al  Editer 

Se  pubbcarán  a discreción  de  la  Junta  Editora . Deben  estar  escritas  en  maquinilla  a 
doble  espacio,  no  deben  ser  mayor  de  500  palabras,  ni  incluir  más  de  cinco  referencias. 


INSTRUCTIONS  TO  AUTHORS 

The  Boletín  will  accept  for  publication  contributions  relating  to  the  various  areas  of 
medicine,  surgery  and  allied  medical  sciences.  Special  articles  and  correspondence  on 
scientific  subjects  of  general  interest  to  physicians  will  also  be  accepted.  All  material  is 
accepted  with  the  understanding  that  it  is  to  be  published  solely  in  this  journal. 

All  authors  are  urged  to  seek  clarity,  brevity,  and  pertinence  in  the  manuscripts 
regardless  of  subject  or  format. 

In  order  to  facilitate  review  of  the  article  by  the  Editorial  Board  and  the  work  of  the 
printer,  the  authors  must  conform  with  the  following  instructions: 

Manuscripts 

The  entire  manuscript,  including  legends  and  references  should  be  typewritten 
double  spaced  in  TRIPLICATE  with  ample  margins.  A separate  title  page  should 
include  the  following:  title,  authors  and  their  degrees  (e.g.  MD,  FACP),  city  where  the 
work  was  done,  hospital  or  academic  institutions,  acknowledgement  of  financial 
sponsors,  and  if  the  paper  has  been  presented  at  a meeting  the  place  and  date  should  be 
given. 

The  manuscript  should  start  with  a brief  introductory  paragraph  or  paragraphs 
which  should  state  its  purpose.  The  main  sections  (for  example.  Materials  and  Methods) 
should  be  identified  by  center  headings  in  capital  letters. 

Articles  reporting  the  results  of  clinical  studies  or  laboratory  investigation  should  be 
organized  under  the  following  headings:  Introduction,  Material  and  Methods,  Results  if 
indicated.  Discussion,  Summary  in  English  and  Spanish,  Acknowledgments  if  any,  and 
References. 

Case  reports  should  follow  the  following  order:  Introduction,  Materials  & Method  fif 
applicable).  Summary  of  the  case(s).  Discussion,  Abstract  (English  and  Spanish), 
Acknowledgements,  and  References. 

Nomenclature 

Generic  names  of  drugs  should  be  used;  trade  names  may  also  be  given  in 
parenthesis,  if  desired.  Metric  units  of  measurement  should  be  used  preferentially. 

Tables 

These  should  be  typed  on  separate  sheets  with  the  title  and  table  number  (Roman) 
centered.  Symbol  for  units  should  be  confined  to  the  column  headings.  Vertical  and 
horizontal  lines  should  be  omitted.  The  language  used  in  the  tables  must  be  the  same  as 
that  of  the  article.  Include  only  those  tables  which  will  enhance  the  understanding  of  the 
article.  They  should  supplement,  not  duplicate  the  text. 

Figures 

Photographs  and  photomicrographs  should  be  submitted  as  glossy  prints, 
unmounted.  They  should  be  labeled  in  the  back  with  the  name  of  the  authors  and  figure 
number  (Arabic)  and  the  top  should  be  indicated.  Legends  to  the  figures  should  be  typed 
on  a separate  sheet. 

Summary 

An  abstract  not  longer  than  150  words  should  accompany  all  articles.  It  must  include 
the  main  points  that  present  the  core  of  the  article  and  the  exposition  of  the  problem, 
method,  results,  and  conclusions. 

References 

These  should  be  numbered  serially  as  they  appear  in  the  text.  The  number  should  be 
enclosed  in  parentheas  on  the  line  of  writing  and  not  as  superscript  numbers.  At  the  end 
of  the  article  references  should  be  listed  in  the  numerical  order  in  which  they  are  first  cited 
in  the  text. 

1.  For  periodicals:  Surname  and  initials  of  author(s).  title  of  article,  name  of  journal, 
year,  volume,  pages.  For  example: 

ViUavicencio  R:  Soplos  Inocentes  en  Pediatría.  Bol  Asoc  Med  P Rico  1981 ; 
73  (IO):479-87 

If  there  are  more  than  5 authors  list  only  3 and  add  et  al. 

2.  For  books  when  the  author  o the  cited  chapter  is  at  the  same  time  the  editor: 
Surname  and  initials  of  author(s),  title,  edition,  city,  publishing  house,  year,  and 
page.  For  example: 

Keith  .ID.  Rowe  RD.  VladP:  Heart  Disease  in  Infancy  and  Childhood.  .3d  Ed.. 
New  York,  MacMillan.  1978.  p 789 

3.  For  chapter  in  book  when  the  author  of  the  chapter  is  not  one  of  the  editors: 

OUev  PM:  Cardiac  Arrythmias.  In:  Keith  JD.  Rowe  RD.  Vlad P . Heart  Disease 
in  Infancy  and  Childhood.  3d  Ed.  New  York.  MacMillan.  1978.  275-301 

Please  note  that  the  period  is  ommitted  after  the  author’s  initials  and  at  the  end  of  the 
references. 

Letters  to  the  Editor 

Will  be  published  at  the  discretion  of  the  Editorial  Board.  They  should  be  typewritten 
double-spaced,  should  not  exceed  5(X)  words  nor  more  than  five  references. 
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Ibbleis  5-12.5  each  containing  5 mg  chlofdiazepoxide  and  12.5  mg  omitriplyline 
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In  anxious  depression, 


SPECIFIC  FOR  THE  NONPSYCHOTIC  PATIENT 


Fits  ttie  picture  of 

anxiety/depression 

correiation 

Most  patients  with  a mood  disorder  hove  a 
mixture  ot  anxiety  and  depression.  One 
clinician’  found  a correlation  of  0.7  in 
anxiety  and  depression  scores;  another^  has 
estimated  that  7 of  10  nonpsychotic 
depressed  patients  are  also  anxious.  For  the 
dual  symptomatology  of  anxious  depression, 
Limbitrol  provides  dual  medication. 


More  appropriate 
for  ttie  nonpsychotic 
depressed  and 
anxious  patient 

Limbitrol  contains  both  amitriptyline,  specific 
for  symptoms  of  depression,  and  a 
benzodiazepine,  specific  for  the  symptoms  of 
anxiety  Thus  it  is  a better  choice  than  other 
dual  agents  for  anxious  depression  that 
contain  a phenothiazine,  a class  of 
antipsychotic  drugs  less  specific  for  anxiety 
and  now  generally  avoided  in  nonpsychotic 
patients. 


Avoids  the  risk  of  tardive 
dyskinesia  carried 
by  the  phenothiazine 
combinations 

The  causal  relationship  between  the 
phenothiazines  and  other  extropyramidal 
side  effects,  including  tardive  dyskinesia,  is 
well  established.  In  contrast,  the  reported 
incidence  of  these  adverse  reactions  with 
Limbitrol  or  either  ot  its  components  is  rare. 

References:  1.  Cloghom  J Psychosomalics  /T438-441, 
Sept-Oct  1970.  2.  Rickels  K:  Drug  treatment  of  anxiety,  in 
Psychopharmacology  in  the  Practice  of  Medicine,  edited  by 
JarvikME  New  York,  Appleton-Century-Crofts,  1977,  p 316 
3.  Baldessorini  RJ,  Torsy  D:  Tardive  dyskinesia,  in 
Psychopharmacology  A Generation  of  Progress,  edited  by 
Lipton  MA,  DiMascio  A,  Killam  KF  New  York,  Raven  Press, 
1978,  p 999 


Before  prescribing,  please  consult  complete  prod- 
uct information,  a summary  of  which  follows: 
Indications:  Relief  of  moderate  to  severe  depression 
associated  with  moderate  to  severe  anxiety 
Contraindications:  Known  hypersensitivity  to  benzo- 
diazepines or  tricyclic  antidepressants  Do  not  use 
with  monoamine  oxidase  (MAO)  inhibitors  or  within 
14  days  following  discontinuation  of  MAO  inhibitors 
since  hyperpyretic  crises,  severe  convulsions  and 
deaths  have  occurred  with  concomitant  use;  then 
initiate  cautiously,  gradually  increasing  dosage  until 
optimal  response  Is  achieved  Contraindicated 
during  acute  recovery  phase  following  myocardial 
infarction. 

Warnings:  Use  with  great  care  in  patients  with  his- 
tory of  urinary  retention  or  angle-closure  glaucoma 
Severe  constipation  may  occur  in  patients  taking  tri- 
cyclic antidepressants  and  anticholinergic-type 
drugs.  Closely  supervise  cardiovascular  patients, 
(Arrhythmias,  sinus  tachycardia  and  prolongation  of 
conduction  time  reported  with  use  of  tricyclic  antide- 
pressants, especially  high  doses  Myocardial  infarc- 
tion and  stroke  reported  with  use  of  this  class  of 
drugs.)  Caution  patients  about  possible  combined 
effects  with  alcohol  and  other  CNS  depressants  and 
against  hazardous  occupations  requiring  complete 
mental  alertness  (e  g.,  operating  machinery,  driving) 
Usage  in  Pregnancy:  Use  of  minor  tran- 
quilizers during  the  first  trimester  should 
almost  always  be  avoided  because  of 
increased  risk  of  congenital  malformations 
as  suggested  in  several  studies.  Consider 
possibility  of  pregnancy  when  instituting 
therapy;  advise  patients  to  discuss  therapy 
if  they  intend  to  or  do  become  pregnant. 

Since  physical  and  psychological  dependence  to 
chlordiazepoxide  have  been  reported  rarely,  use  cau- 
tion in  administering  Limbitrol  to  addiction-prone  indi- 
viduals or  those  who  might  increase  dosage;  with- 
drawal symptoms  following  discontinuation  of  either 
component  alone  have  been  reported  (nausea,  head- 
ache and  malaise  for  amitriptyline;  symptoms  [includ- 
ing convulsions]  similar  to  those  ot  barbiturate  with- 
drawal for  chlordiazepoxide) 

Precautions:  Use  with  caution  in  patients  with  a his- 
tory of  seizures,  in  hyperthyroid  patients  or  those  on 
thyroid  medication,  and  in  patients  with  impaired 
renal  or  hepatic  function.  Because  of  the  possibility  of 


suicide  in  depressed  patients,  do  not  permit  easy 
access  to  large  quantities  in  these  patients  Periodic 
liver  function  tests  and  blood  counts  are  recom- 
mended during  prolonged  treatment  Amitriptyline 
component  may  block  action  of  guanethidine  or  simi- 
lar antihypertensives,  Conoomitant  use  with  other 
psychotropic  drugs  has  not  been  evaluated,  sedative 
effects  may  be  additive.  Discontinue  several  days 
before  surgery  Limit  concomitant  administration  of 
ECT  to  essential  treatment  See  Warnings  for  precau- 
tions about  pregnancy,  Limbitrol  should  not  be  taken 
during  the  nursing  period.  Not  reoommended  in  chil- 
dren under  12.  In  the  elderly  and  debilitated,  limit  to 
smallest  effective  dosage  to  preclude  ataxia,  overse- 
dation, contusion  or  anticholinergio  effects. 

Adverse  Reactions:  Most  frequently  reported  are 
those  associated  with  either  component  alone- 
drowsiness,  dry  mouth,  constipation,  blurred  vision, 
dizziness  and  bloating.  Less  frequently  occurring 
reactions  include  vivid  dreams,  impotence,  tremor, 
confusion  and  nasal  congestion.  Many  depressive 
symptoms  including  anorexia,  fatigue,  weakness, 
restlessness  and  lethargy  have  been  reported  as 
side  effects  of  both  Limbitrol  and  amitriptyline. 
Granulocytopenia,  laundice  and  hepatic  dysfunc- 
tion have  been  observed  rarely. 

The  following  list  includes  adverse  reactions  not 
reported  with  Limbitrol  but  requiring  consideration 
because  they  have  been  reported  with  one  or  both 
components  or  closely  related  drugs 
Cardiovascular.  Hypotension,  hypertension,  tachy- 
cardia, palpitations,  myocardial  infarction,  arrhyth- 
mias, heart  block,  stroke 

Psychiatric:  Euphoria,  apprehension,  poor  concentra- 
tion, delusions,  hallucinations,  hypomania  and 
increased  or  decreased  libido. 

Neurologic:  Incoordination,  ataxia,  numbness, 
tingling  and  paresthesias  of  the  extremities,  extra- 
pyramidal  symptoms,  syncope,  changes  in  EEG 
patterns 

Anticholinergic:  Disturbance  of  accommodation,  para- 
lytic ileus,  urinary  retention,  dilatation  of  urinary  tract 
Allergic:  Skin  rash,  urticaria,  photosensitization, 
edema  of  face  and  tongue,  pruritus 
Hematologic.  Bone  marrow  depression  including 
agranulocytosis,  eosinophilia,  purpura, 
thrombocytopenia 

Gastrointestinal:  Nausea,  epigastric  distress,  vomit- 


ing, anorexia,  stomatitis,  peculiar  taste,  diarrhea, 
black  tongue. 

Endocrine.  Testicular  swelling  and  gynecomastia  in 
the  male,  breast  enlargement,  galactorrhea  and 
minor  menstrual  irregularities  in  the  female  and  eleva- 
tion and  lowering  of  blood  sugar  levels. 

Other  Headache,  weight  gain  or  loss,  increased 
perspiration,  urinary  frequency,  mydriasis,  jaundice, 
alopecia,  parotid  swelling. 

Overdosage:  Immediately  hospitalize  patient  sus- 
pected of  having  taken  an  overdose.  Treatment  is 
symptomatic  and  supportive,  I V administration  of 
1 to  3 mg  physostigmine  salicylate  has  been  reported 
to  reverse  the  symptoms  of  amitriptyline  poisoning. 
See  complete  product  information  for  manifestation 
and  treatment. 

Dosage:  Individualize  according  to  symptom  severity 
and  patient  response  Reduce  to  smallest  effective 
dosage  when  satisfactory  response  is  obtained. 
Larger  portion  of  daily  dose  may  be  taken  at  bed- 
time, Single  h.s.  dose  may  suffice  for  some  patients. 
Lower  dosages  are  recommended  for  the  elderly, 
Limbitrol  10-25,  initial  dosage  of  three  to  four  tablets 
daily  in  divided  doses,  increased  to  six  tablets  or 
decreased  to  two  tablets  daily  as  required,  Limbitrol 
5-12  5,  initial  dosage  of  three  to  four  tablets  daily  in 
divided  doses,  for  patients  who  do  not  tolerate  higher 
doses. 

How  Supplied:  White,  film-coated  tablets,  each  con- 
taining 10  mg  chlordiazepoxide  and  25  mg  amitripty- 
line (as  the  hydrochloride  salt)  and  blue,  film-coated 
tablets,  each  containing  5 mg  chlordiazepoxide  and 
12.5  mg  amitriptyline  (as  the  hydrochloride  salt)— 
bottles  of  100  and  500;  Tel-E-Dose®  packages  of  100; 
Prescription  Paks  of  50. 


ROCHE  PRODUCTS  INC 
Manati,  Puerto  Rico  00701 


MORE  DEPRESSION 
MEANS  MORE  ANXIETY.. 


The  graph  illustrates  the  close  correlation 
between  depression  and  anxiety  derived 
through  the  MMPI  and  the  Taylor  Manifest 
Anxiety  Scale  in  100  nonpsychotic  psychi- 
atric patients.  The  Coefficient  of  Correlation  is 
0.7.  As  depression  increased,  so  did  the 
anxiety  levels. 
—Adapted  from  Cloghom  J' 


A key  reason  why 

MORE  PHYSICIANS  ARE  CHOOSING 


LIMBITROE 

Tablets  5-12.5  each  containing  5 mg  chlordiazepoxide  and  12.5  mg  amitriptyline 
(as  the  hydrochloride  salt) 

Toblets  10-25  each  containing  10  mg  chlordiazepoxide  and  25  mg  amitriptyline 
(as  the  hydrochloride  salt) 


1.  Cloghom  J:  Psychosomaiics  /MSS-AAl,  Sept-Oct  1970 

Please  see  summary  of  product  Informotton  on  Inside  cover. 
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¿ Una  cuenta  donde  su  dinero  gana 
5.64%  de  interés  efectivo  al  año? 


SI,  usted  gana  en  sus  ahorros  en 
la  Cuenta  Ideal  el  máximo  interés 
permitido  por  ley  5 1/2%  anual. 
Esto  equivale  a un  rendimiento 
efectivo  de  5.64% . 

Infórmese  en  cualquiera  de 
nuestras  sucursales. 


ideal 
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La  más  ideal 
de  las  cuentas 
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Ya  transcurrido  un  año  de  comenzada  nuestra  gestión 
editorial  es  tiempo  de  auto-evaluar  la  labor  realizada. 
Creemos  que  ha  sido  una  muy  positiva,  de  un  cambio  que 
resultó  en  mejoría.  Se  consiguió  un  organismo  dinámico, 
educador,  informativo,  y de  la  calidad  que  merece  lo  mejor 
de  nuestra  clase  médica.  Para  lograrlo  se  requirió  un 
esfuerzo  que  no  conoció  descanso,  pero  fue  bien  invertido. 
Las  frustraciones  producidas  por  los  obstáculos  no  resulta- 
ron en  desinterés  y se  cumplió  con  éxito  la  misión  encomen- 
dada. Nuestra  Asociación  Médica  se  merece  nuestro 
máximo  esfuerzo,  por  ella  y por  nuestra  patria  lo  volvería- 
mos a hacer. 

Quiero  agradecer  el  apoyo  constante  brindado  al  Boletín 
por  el  Dr.  José  Martí  Nuñez,  nuestro  pasado  Presidente,  y su 
Junta  Directiva.  La  cooperación  constante  que  nos  prestó 
junto  a nuestro  Director  Ejecutivo,  el  Sr.  Diego  Román,  fue 
instrumental  en  la  superación  de  los  múltiples  inconvenien- 
tes encontrados.  Asimismo  fue  valiosa  la  ayuda  recibida  en 
todo  momento  por  el  personal  de  la  Asociación  Médica. 
Siempre  estuvieron  prestos  a ayudar,  comprendían  aparen- 
temente la  importancia  de  esta  prueba,  quizás  la  definitiva. 
Con  su  ayuda  demostraron  solidaridad  hacia  el  Boletín  y lo 
que  representa.  Muchas  gracias  a todos,  si  la  misión  a sido 
exitosa  se  debe  a ustedes. 

A nuestros  lectores  les  deseamos  mucha  salud,  muchas 
felicidades  y éxito  en  1983.  Continúen  leyendo  el  Boletín, 
con  ustedes  en  mente  lo  editamos  y para  ustedes  es  este,  el 
fruto  de  nuestro  esfuerzo. 


Rafael  Villavicencio 

Presidente,  Junta  Editora 

Boletín  Asociación  Médica  de  Puerto  Rico 


NUESTRA  PORTADA: 

Paisaje  Fantástico  III.  1982.  Es  un  grabado  en  metal,  3 planchas,  edición 
de  50  ejemplares  por  el  artista  puertorriqueño  Carlos  Sueños  Ortiz- 
Chevres. 

El  mensaje  en  la  obra  de  Sueños  es  uno  sintetizado  del  colorido  del 
trópico  junto  a las  texturas  y movimientos  de  la  naturaleza.  Según  Sueños, 
“pinto  y tallo  lo  que  es  imperceptible  al  ojo  fisico:  la  energía  que  yace  en  los 
ob  jetos,  los  elementos  que  cambian  nuestro  ambiente  y nuestra  vidas”.  Para 
el  autor  la  función  del  artista  es  colectiva,  "la  de  ayudaren  la  evolución  de  la 
conciencia  y el  potencial  humano;  el  complementar  las  relaciones  humanas, 
en  una  palabra:  comunicar”. 

Nuestro  artista  nació  en  San  .luán  en  mayo  de  1952.  Educado  en  las 
instituciones  del  país,  crece  entre  el  paisaje  puertorriqueño  que  tanto  ama. 
Sus  primeros  pasos  en  las  artes  fueron  autodidactas  hasta  su  entrada  al 
Departamento  de  Bellas  Artes  de  la  Universidad  de  Puerto  Rico.  También 
estudia  en  la  Liga  de  Estudiantes  de  Arte  de  San  Juan  y en  1978  recibe  su 
Bachillerato  en  Artes  de  la  Universidad  de  Puerto  Rico.  Se  traslada  a Nueva 
York  donde  vive  y trabaja  en  su  obra,  enriqueciéndose  del  ambiente  de  esa 
gran  metrópoli.  En  1979  se  integra  al  Printmaking  Workshop  donde  además 
de  continuar  su  obra  se  desempeña  como  con.servador  de  la  vasta  colección 
de  grabados  de  esa  institución.  En  1981  fue  seleccionado  por  Cartón  y 
Papel  de  Venezuela,  Colombia  y México  para  formar  parte  del  portfolio 
Artes  Gráficas  Panamericanas  (AGPA)  con  el  grabado  Paisaje  Fantástico 
II  el  cual  fue  distribuido  internacionalmente  por  AGPA. 

En  Puerto  Rico  ha  presentado  exhibiciones  individuales  en  el  Museo  de 
la  Universidad  de  Puerto  Rico,  el  Museo  de  Ponce.  Galería  Coabey.  Galería 
Campeche.  Galería  del  Depto.de  Instrucción  Pública.  Liga  de  Estudiantes 
de  Arte  de  San  Juan,  y el  Museo  de  Bellas  Artesdel  InstitutodeCultura.  En 
Nueva  York  ha  presentado  exhibiciones  individuales  y colectivas  en  galerías 
de  New  York  University,  Fordham  University,  Hamilton  College  y la 
Biblioteca  Pública  de  la  Ciudad.  La  Obra  de  Sueños  ha  sido  premiada  por  la 
Bienal  del  Grabado  de  América  (Maracaibo.  Venezuela),el  Ateneo  Puerto- 
rriqueño. la  U.N.E.S.C.O..  la  Universidad  de  Puerto  Rico  y la  revista  Sin 
Nombre  entre  otros. 

También  ha  participado  en  exhibiciones  colectivas  en  Sur  y Centro 
América,  Europa  y Asia. 

El  Paisaje  Fantástico  III  ha  podido  ser  reproducido  en  nuestra  portada 
gracias  a la  gentileza  del  autor  y a la  cooperación  del  Taller  Galería  André 
en  el  Condominio  El  Centro  I en  Hato  Rey. 


372 


RECONOCIMIENTO 

T a Junta  Editora  para  el  1982  del  Boletín  de  la  Asociación  Médica  de  Puerto  Rico  quiere  por  este 

J /medio  hacer  público  el  agradecimiento  hacia  una  serie  de  personas  que  colaboraron  de 

forma  especial  con  nuestra  revista. 

La  mayoría  realizó  la  difícil  tarea  de  evaluar  los  manuscritos 

antes  de  publicarse  y otros  proveyendo  el  material  gráfico  y/o  fotográfico  que  le  dió  una  nueva 

dimensión  a nuestro  órgano  oficia 

. A ellos  va  nuestro  reconocimiento. 

Dr.  Francisco  Aguiló 

Dra.  Miladi  Lugo 

Dr.  José  R.  Alvarez-Ruiz 

Dr.  Norman  Maldonado 

Dr.  Gumersindo  Blanco 

Sr.  Juan  Marqués 

Dr.  Carlos  Bourdony 

Dr.  Edwin  Mejias 

Dr.  Rafael  Brito 

Dra.  Dolores  Méndez-Cashion 

Dra.  Margarita  Cáceres 

Dra.  Aurea  Muñoz-Candelario 

Dr.  Guillermo  Cintrón 

Dr.  J.A.  Nuñez-López 

Dr.  W.  de  Mello 

Dr.  Luis  Olmedo  Morales 

Dr.  Russell  del  Toro 

Dr.  Heriberto  Pagán-Saez 

Dr.  José  Fernández-Martinez 

Dr.  Charles  Payne 

Dr.  Iván  Figueroa 

Dr.  Adolfo  Pérez-Comas 

Dr.  Lawrence  T Fleischer 

Lie.  Hernán  Ríos 

Dra.  Havdee  García 

Dr.  Frank  Rodríguez-Martínez 

Dr.  Antonio  Grillo 

Dra.  Carmen  A.  Saenz 

Dra.  Lillian  Haddock 

Dra.  María  Santaella 

Dr.  Federico  Hernández-Morales 

Dr.  Eduardo  Santiago-Delpín 

Dr.  Sidney  Kave 

Dra.  Esther  Torres 

Dr.  Iván  León 

Dr.  Ramón  Torres-Pinedo 

Sr.  José  L.  Liaño 

Dr.  Emilio  Torres-Reyes 

Dr.  Raúl  López-Correa 

Dr.  Guillermo  Vázquez 

Dr.  Fernando  López-Malpica 

Dr.  Wilfredo  Vélez 

Dr.  Jorge  E.  Fugo-Rodríguez 

Dr.  Francisco  X.  Veray 
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Clínicas  para  Descubrir 
Hipertensión:  Una  Necesidad 
Apremiante 


En  este  número,  el  Dr.  Santiago  Delpín  presenta  el  resul- 
tado de  sus  experiencias  en  una  clínica  para  descubrir 
hipertensión.' 

En  el  artículo  se  enfatiza  la  reconocida  utilidad  de  estas 
clínicas.^  Los  hallazgos  concuerdan  con  estudios  similares.-^ 
Las  clínicas  para  este  propósito  son  importantes.  Cin- 
cuenta por  ciento  de  los  hipertensos  no  han  sido  de.scubier- 
tos  aún  y 75%  de  los  diagnosticados,  no  reciben  un 
tratamiento  adecuado.^  Afortunadamente,  varios  estudios 
recientes  demuestran  ya  un  cambio  en  actitudes  y esfuerzos 
para  cambiar  ésto.^ 

El  valor  de  investigar  la  familia  de  los  hipertensos  se 
destaca  en  el  estudio.  La  incidencia  familiar  es  de  más  de 
40%.’  Una  familia  que  sea  evaluada  podrá  ayudar  además, 
al  control  del  enfermo,  y a modificar  sus  estilos  de  vida." 

Hoy  se  han  resuelto  prácticamente  todos  los  problemas 
de  la  hipertensión.  Los  más  recientes  informes  sobre  el  trata- 
miento Justifican  que  los  enfermos  sean  descubiertos  tem- 
prano y se  les  empice  el  tratamiento  de  inmediato.'**  Se  ha 
probado  estadísticamente  el  beneficio  de  tratar  los  enfermos 
con  hipertensión  leve,  (niveles  diastólicos  de  90-104  mmHg.).'^ 
Esto  disminuirá  la  incidencia  de  todos  los  eventos  cardiovas- 
culares y la  muerte,  incluyendo  aquella  por  infartos  cardíacos.'’ 

No  se  ha  reconocido  un  nivel  de  presión  diastólica  o sistó- 
lica  que  indique  riesgo.'’  '''  El  riesgo  es  un  “continuum” 
distribuido  a lo  largo  de  toda  la  escala  de  la  presión,  aumen- 
tando desde  presiones  diastólicas  de  83  mmHg  y sistólicas  de 
127  mmHg.*’ 

Con  una  presión  sistólica  de  140  mmHg,  por  ejemplo,  el 
riesgo  cardiovascular  es  ya  dos  veces  el  de  la  persona  nor- 
mal.'’ Las  presiones  casuales  — tales  como  las  tomadas  en 
estas  clínicas  de  hipertensión — se  han  encontrado  hoy  más 
confiables  para  determinar  riesgo,  que  las  presiones  básales.'’ 

Hay  grandes  avances  en  las  drogas  anti  hipertensivas.  Son 
más  eficaces,  seguras  y tolerables.  Hay  ya  tantas  disponibles 
que  no  constituye  problema  conseguir  aquella  que  sea  eficaz 
para  el  paciente  más  exigente  o resistente.'’ 


Ha  sido  recomendado  ahora,  tratar  a cualquier  paciente 
irrespectivo  de  edad,  sexo  o raza,  cuya  presión  diastólica  sea 
persistentemente  de  90  mm  Hg  o mayor.'"  Puesto  que  cual- 
quier baja  en  la  presión  disminuye  el  riesgo  proporcional- 
mente, la  meta  a perseguir  será  ba  jar  esta  presión  lo  más  cerca 
de  80  mm.Hg.'’  Este  esfuerzo  solamente  debe  ser  limitado 
por  factores  de  comodidad  o seguridad  del  enfermo.  Aunque 
no  hay  aún  los  estudios  confirmatorios,  el  beneficio  de  bajar 
la  presión  sistólica  a niveles  bajo  140  mm.  presumiblemente 
podrá  confirmarse.'’ 

Con  el  desarrollo  de  estas  clínicas,  se  duplicará  el  número 
de  pacientes  hipertensos.’  El  médico  .será  responsable  de 
conocer  los  más  recientes  avances,  controlar  la  presión  y 
realizar  estudios  apropiados  para  distinguir  los  casos  de  la 
hipertensión  secundaria  (10%»)  de  la  esencial  (90%).'’  Algu- 
nos libros  para  orientar  al  paciente  serán  útiles.''* 

El  buen  seguimiento  del  tratamiento  también  será  respon- 
sabilidad del  médico.  Se  han  presentado  ya  técnicas  para 
estimular  al  paciente."  Es  bueno  recordar  que  este  “com- 
pliance” es  menor  en  personas  jóvenes,  menos  educadas,  o 
que  no  padecen  otras  enfermedades  crónicas.*’  La  hiperten- 
sión lábil  tampoco  escapará,  al  haberse  ya  establecido  la 
importancia  de  tomar  las  medidas  repetidamente,  y de  consi- 
derar el  promedio  de  éstas  (y  no  ninguna  en  particular)  para 
determinar  el  riesgo.’ 

El  control  de  los  factores  adicionales  como  la  .sal  ingerida 
(menos  de  5 gramos  al  día)  el  cigarrillo,  la  obesidad  y el 
colesterol  alto,  será  mandatorio;'’  así  como  dar  el  trata- 
miento escalonado  (“stepped  care”)  a la  hipertensión. 

Hoy  el  propósito  de  la  hipertensión  es  excelente.  El  trata- 
miento podrá  resultar  costoso,  pero  está  probado  que  es 
eficaz  para  prolongar  la  vida  y disminuir  los  eventos  cardio- 
va.sculares.  Por  primera  vez,  parece  que  un  problema  médico 
común,  va  a ceder  a la  cooperación  médico-paciente  y que. 
paradójicamente,  el  único  problema  que  pueda  quedar  en 
esta  enfermedad,  sea  el  costo  de  tratarla  y no  la  enfermedad 
misma. 


Jorge  E.  Lugo  Rodríguez,  MD,  FACC,  l ACP 
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Estación  de  vacunación  en  Bayamón.  Porto  Rico.  Como 
precaución  contra  la  propatjación  de  la  viruela,  el  (lohierno. 
inmediatamente  despúes  de  la  ocupación  americana,  reípurió 


que  se  vacunara  toda  la  población.  La  foto  muestra  un  yrtipo  de 
personas  esperando  pacientemente  el  turno  frente  a la  oficina 
del  médico. 
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Hy;pertension  in  Puerto  Rico: 
Results  of  a Detection  Clinic 


K.  A.  Santiaijo  Delpin,  M.l).,  M.S. 


Summary  As  part  of  detection  activities  sponsored  by  the 
Puerto  Rico  Kidney  Foundation  a detection  clinic  was  conducted 
in  a major  shopping  center  in  San  Juan.  1009  subjects  were 
studied,  125  of  which  were  children  and  884  adults.  In  the  adult 
propulation  a 20%  incidence  of  hypertension  was  discovered. 
Analysis  showed  that  the  blood  pressure  patterns  are  similar  to 
studies  reported  previously.  No  relationship  was  found  with  sex 
or  race.  Hypertensive  subjects  were  older  than  normotensive  and 
had  a higher  incidence  of  family  history  of  renal  disease  and 
hypertension. 

Tables  are  presented  with  normal  values  for  the  children  and 
adult  population  in  Puerto  Rico. 

During  the  last  20  years  it  has  been  recognized  and  finally 
proven  that  sustained  hypertension  entails  an  increased 
morbidity  and  mortality*  and  that  these  complications  can  be 
minimized  by  drug  therapy.'  The  importance  of  diastolic 
blood  pressure  was  stressed  initially  but  currently  stress  is 
also  placed  on  systolic  blood  pressure.  The  incidence  of 
hypertension  elsewhere  has  varied  from  15  to  30%^  and  in 
Puerto  Rico  from  20  to  30%,^  ^ of  the  population.  These 
figures  are  high  and  quite  alarming. 

Part  of  the  goals  of  the  Puerto  Rico  Kidney  Foundation  is 
to  commit  efforts  for  the  early  detection  of  factors  which  may 
cause  or  worsen  renal  disease.  Several  detection  clinics  are 
carried  out  throughout  the  Island  annually.  One  such  clinic 
held  at  a major  shopping  center  in  the  greater  Metropolitan 
San  Juan  is  the  basis  for  this  report.  This  is  one  of  the  largest 
detection  clinics  that  the  Foundation  has  carried  out  and  a 
total  of  over  1000  patients  were  examined  in  one  day.  In  this 
study  we  confirmed  the  high  incidence  of  hypertension  in 
Puerto  Rico,  presumably  in  an  unbiased  sample  of  our 
population. 


Materials  and  Methods 

A detection  clinic  booth  was  set  up  in  a major  shopping 
center  in  Greater  Metropolitan  San  Juan  (Plaza  Las  Ameri- 
cas), on  a busy  Saturday,  at  the  end  of  March,  1982.  The 
booth  was  manned  by  medical  and  paramedical  personnel. 
There  were  posters  to  attract  attention,  as  well  as  radio  and 
television  announcements  the  proceeding  week.  Subjects  arri- 
ved voluntarily  at  the  booth  and  were  asked  the  following 


information:  name,  address,  sex,  age,  race,  telephone  num- 
ber, previous  history  in  the  patient  or  in  his  family  of  renal 
disease  or  hypertension,  and  renal  disease  in  the  last  12 
months.  The  arterial  blood  pressure  was  then  measured  on 
one  arm  by  one  of  the  physicians  or  nurses,  and  all  the 
information  charted  in  a special  data  sheet.  If  hypertension 
was  detected,  a total  of  three  readings  were  taken  and  the 
third  reading  used  for  analysis.  A senior  physician  would 
supervise  blood  pressure  measurements  in  the  hyprtensive 
subjects.  Pediatric  blood  pressure  cuffs  were  available  fo. 
children.  Pediatric  nurses  and  pediatric  nephrologists  were 
present  at  various  times  during  the  clinic.  Hypertensive  sub- 
jects were  counselled  to  visit  their  primary  physician,  or  an 
internist  or  nephrologist  in  their  area.  Patients  with  severe 
hypertension  were  given  a slip  to  visit  their  physician  or  any 
emergency  room  immediately. 

After  the  clinic,  the  data  were  tabulated  and  all  the  para- 
meters were  studied  and  compared  using  a variety  of  tests, 
including  Contingency  Table  Analysis,  Simple  Regression, 
Slope  and  Intercept  Analysis,  and  T-test  for  Independent 
Samples.  As  part  of  the  descriptive  statistics,  the  Means  and 
some  Moments  were  calculated. 

In  addition  those  patients  found  with  severe  hypertension 
were  subsequently  contracted  again,  this  time  by  letter  from 
the  President  of  the  Foundation,  reminding  them  to  visit  a 
physician  for  treatment  of  their  blood  pressure. 


Results 

The  sample  examined  in  an  8-hour  period,  from  10:00  AM 
to  6:00  PM  on  that  clinic  day,  yielded  a total  of  1009  subjects. 
There  were  123  children  and  884  adults.  Table  I analyzes  the 
total  sample  by  sex  and  age.  The  proportion  of  males  and 
females  in  children,  normotensive  adults  and  hypertensive 
adults  were  similar. 


TABLE  I 


Total  Sample 

Groups  Males  Females  Total 


Children 

60  (48%) 

65  (520) 

125 

Normotensive 

\ 

Adults 

289  (40.90  ) 

417  (59. 10  ) 

706 

>> 

Hypertensive 

Adults 

84  (47.20) 

94  (52.80) 

178 

TOTALS 

433 

576 

1009 
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Table  III  shows  the  blood  pressure  pattern  of  children. 
The  table  illustrates  the  mean  systolic  and  mean  diastolic 
blood  pressures  with  their  respective  standard  deviations, 
number  of  cases  in  each  age  category  and  age  categories.  It  is 
clear  that  there  is  a gradual  increase  of  both  systolic  and 
diastolic  blood  pressure  as  the  years  go  by,  and  this  is  confir- 
med by  Regression  Analysis  and  by  a T-test  on  the  Correla- 
tion coefficients.  These  results  are  in  consonance  with  those 
reported  by  Loggie’  although  our  results  show  lower  values 
than  those  quoted  by  her. 

The  general  profile  of  the  adult  subjects  is  shown  in  Table 
IV.  This  table  separates  and  compares  normotensive  with 
hypertensive  adults.  Twenty  percent  of  the  adult  subjects 
were  hypertensive.  This  is  in  agreement  with  previous  studies 
in  Puerto  Rico  and  in  the  United  States.  Only  about  20%  of 
the  hypertensive  patients  expressed  awareness  of  their  hyper- 
tension or  were  receiving  treatment  for  their  condition. 

There  were  slightly  more  females  in  the  normotensive 
than  in  the  hypertensive  group,  but  this  was  not  statistically 
significant.  Although  it  is  known  that  non-whites,  specifi- 
cally blacks,  have  a higher  incidence  of  hypertension  in  our 
figures,  the  proportion  of  whites  to  non-whites  were  similar 
and  were  not  statistically  significant. 

We  were  surprised  by  the  observation  that  36%  of  hyper- 
tensive subjects  claimed  family  history  of  renal  disease  v’i 
16%  in  the  normotensive  group  (p  = 6 x 10'^),  and  71% 
claimed  previous  history  of  hypertension  in  the  family  v’.s’39% 
in  the  normotensive  group. 

The  normotensive  group  was  almost  10  years  younger 
than  the  hypertensive  group  (P<10''').  Similar  standard 
deviations,  standard  errors  of  the  mean,  skewness  of  the 
curves,  and  shape  of  the  curves,  suggest  different  sub-groups 
of  the  same  population. 

TABLE  III 


Children’s  Blood  Pressure  Pattern 


Age  (years) 

N 

Mean  Systolic 

BP  ± SD' 2 

Mean  Diastolic 

BP  ±S.D.5 

1 - 3 

4 

90  ± 

8.2 

56  ± 4.8 

4 

8 

80  ± 

14.1 

59  ± 8.4 

5 

7 

83  ± 

4.9 

51  ± 9.0 

6 

6 

82  ± 

1 1.7 

52  ± 9.8 

7 

9 

88  ± 

13.7 

53  ± 10.9 

8 

7 

90  ± 

16.4 

56  ± 9.2 

9 

11 

91  ± 

8.8 

57  ± 6.8 

10 

17 

95  ± 

8.8 

62  ± 9.3 

1 1 

11 

98  ± 

9.7 

63  ± 9.6 

12 

8 

109  ± 

8.4 

69  ± 5.7 

13 

6 

100  ± 

14.2 

60  ± 12.7 

14 

7 

111  ± 

8.9 

70  ± 8.2 

15 

8 

114  ± 

7.4 

75  ± 12.4 

16 

13 

112  ± 

12.2 

75  ± 8.3 

1.  S.D.  = Standard  Deviation 

2.  Regression  of  Systolic  BP  on  Age  (Age  1-3  Excluded): 

y = 2.99x -I- 66.5  r = 0.97  p<.001 

3.  Regression  of  Diastolic  BP  on  Age  (Age  1-3  Excluded); 

y=l.87x  + 43.0  r = 0.88  p<.001 


The  125  children  were  analyzed  separately,  and  Table  II 
illustrates  the  children's  profile.  The  upper  age  limit  was  16 
years.  There  were  the  same  number  of  males  and  females. 
Interestingly,  there  was  only  one  hypertensive  child,  for  an 
incidence  of  0.08%.  Another  interesting  factor  that  we  will 
discuss  shortly,  is  that  24%  claimed  a family  history  of  “renal 
disease”,  and  20%  a family  history  of  hypertension,  this 
information  being  provided  by  the  relative  in  charge.  Sixty  six 
percent  of  the  30  patients  at  risk  with  renal  disease  were  being 
treated  for  their  renal  disease,  suggesting  that  this  was  not  a 
statistical  fluke,  but  that  some  form  of  renal  ailment  was 
probably  present. 


TABLE  II 


Children’s  Profile 

Total 

125 

Age 

1-16  years 

Males 

60  (48%) 

Females 

65  (52%) 

Hypertensives 

1 (0.08%) 

Family  History 

Renal  Disease 

30  (24%) 

Treated 

20  (66%  of  30  at  risk) 

Hypertension 

25  (20%) 

377 
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Profile  of  Adult  Subjects 
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Statistical 


Normotensive 

Hypertensive 

Totals 

Significance 

Totals 

706  (79.9%) 

178  (20.1%) 

884 



Males 

289  (40.9%) 

84  (47.2%) 

373 

Females 

Race 

White 

417  (59.1%) 

94  (52.8%) 

51  1 

NS  (a) 

429  (60.8%) 

106  (59.6%) 

535 

Non-white 

67  (9.5%) 

21  (1  1.8%) 

88 

NS  (a) 

Not  Stated 

Family  History 

210  (29.7%) 

51  (28.7%) 

261 

Renal  Disease 

116  (16.5%) 

62  (36.5%) 

202 

P=6X10-5  (b) 

Hypertension 

Age 

Mean  Age 

278  (39.5%) 

127  (71.3%) 

455 

P=10-'°  (c) 

45.5 
± 15.76 

53.9 
± 13.1 

— 

"0 

5 1 

1 1 

SD  (e) 

SEM  (f) 

± 0.619 

± 0.98 

Sk  (g) 

-0.377 

-0.300 

— 

— 

B,  (h) 

2.988 

2.20 

— 

— 

(a)  Not  significant  by  Contingency  Table  Analysis 

(b)  = 16.11.  df  = I 

(c)  X-  = 58.5.  df  = I 

(d)  t=7.30;  t-Test 

(e)  Standard  Deviation 

(f)  Standard  Error  of  the  Mean 

(g)  Skewness  (Both  curves  similarly  skewed) 

(h)  Kurtosis  (Curve  I - mesokurtic;  Curve  2 = platykurtic) 


Detailed  analysis  of  the  adult  blood  pressure  patterns  is 
shown  in  Table  V where  the  mean  systolic  and  diastolic  blood 
pressures  of  both  groups  are  tabulated  and  compared  for  the 
different  age  groups.  The  mean  systolic  blood  pressure  of 
normotensive  subjects  was  121/78  almost  exactly  to  the 
“ideal  blood  pressure”  of  120/80.  It  should  be  noted  that  the 
diastolic  blood  pressure  did  not  vary  with  age  in  the  normo- 
tensive group.  Whereas  even  in  normotensive  subjects  there 
was  a tendency  for  a gradual  increase  in  systolic  blood  pres- 
sure. This  could  be  a reflection  of  the  progressive  state  of  the 
blood  vessels  in  the  older  individual.  We  confirmed  this 
information  by  performing  regression  analysis  in  all  the 
groups,  where  significance  in  increasing  systolic  blood  pres- 
sure only  occured  in  normotensives  (p<.005).  Hypertensive 
adults  on  the  other  hand  were  spread  evenly  in  all  the  age 
groups,  and  neither  the  mean  systolic  nor  diastolic  blood 
pressures  of  each  age  group  presented  tendency  to  increase. 
The  blood  pressure  of  hypertensive  adults  was  close  to 
150/100  throughout.  The  highest  blood  pressure  detected 
was  190/130.  All  patients  with  blood  pressures  greater  than 
160/120  were  referred  for  emergency  medical  care.  The  com- 
parison between  hypertensive  and  normotensive  subjets  was 
highly  significant  for  both  systolic  blood  pressure  (p  = 1.7  x 
10"’)  and  diastolic  blood  pressure  (p  = 3.17  x 10"'^). 


Comment 

With  these  figures  in  mind  we  should  continue  to  stress 
what  Ramirez  has  stressed  in  the  past,  that  early  detection 


and  treatment  of  hypertension  should  be  one  very  important 
goal  of  physicians  and  systems  involved  in  primary  patient 
care.^  * Blood  pressure  determination  entails  minimal  equip- 
ment, minimally  trained  personnel  and  no  more  than  I 
minute  of  their  time.  Routine  screening  should  be  made  of 
all  patients  attending  health  centers  and  emergency  rooms. 
Detection  clinics  should  be  periodically  performed  and  spon- 
sored by  interested  groups  in  more  remote  areas  of  the 
Island.  Thousands  of  patients  can  be  screened  and  treated.-^ 

Continued  treatment  is  equally  important.  It  has  been 
shown  that  noncompliance  with  medications  results  in  return 
of  hypertension  with  its  complications  and  mortality."  We 
feel  that  with  our  present  health  care  delivery  system  is 
relatively'simple  to  manage  these  patients.  There  are  several 
cooperative  studies  that  atest  to  the  excellent  value  of  contro- 
lling systolic  and  diastolic  blood  pressure  and  its  effect  upon 
the  heart  and  upon  morbidity  and  mortality. 

It  must  also  be  stressed  that  20%  of  2 million  adults 
signifies  400,000  hypertensive  patients  in  our  Island.  The 
morbidity  and  mortality  can  be  significant  and  costly.  The 
clinical  management  of  these  patients  entails  relatively  inex- 
pensive medications  and  simple  treatment  systems. 

Also,  5 to  10%  of  adult  hypertensive  patients  have  surgi- 
cally correctable  causes.  This  results  in  20,000  to  40,000 
patients  in  the  Puerto  Rican  population  who  could  have 
some  form  of  hypertension  amenable  to  surgical  correction. 
The  implications  are  evident.'^ 

These  sobering  figures  should  stimulate  health  care  deli- 
very systems  and  personnel  to  embark  on  an  organized  cam- 
paign to  control  this  controllable  condition. 
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TABLE  V 


Adult  Blood  Pressure  Patterns 


Hypertensive  Adults 

Normotensive  Adults 

Mean 

Systolic 

Mean 

Diastolic 

Mean 

Systolic 

Mean 

Diastolic 

Age 

N 

BP  ± SD  (a) 

BP  ± SD 

N 

BP  ± SEM 

BP  ± SEM 

17  - 20 

3 

140  ± 0 

92  ± 2.9 

44 

110  ± 19.1 

73  ± 8.0 

21  - 25 

3 

141  ±1.2 

96  ± 5.3 

64 

123  ± 8.8 

83  ± 6.3 

26  - 30 

4 

143  ± 5 

95  ± 5.8 

68 

113  ± 10.9 

76  ± 9.2 

31  - 35 

3 

160  ± 10 

107  ± 11.6 

68 

114  ± 14.5 

78  ± 8.7 

36  - 40 

12 

146  ± 14.5 

101  ± 13.9 

62 

110  ± 29.8 

78  ± 6.8 

41  - 45 

17 

140  ±11.5 

98  ± 7.0 

62 

114±  19.1 

79  ± 8.3 

46  - 50 

22 

148  ± 14.8 

100  ± 10.2 

72 

116  ± 23.9 

81  ± 7.1 

51  - 55 

20 

153  ± 19.5 

101  ± 7.5 

56 

121  ± 15.8 

81  ± 6.9 

56  - 60 

38 

146  ± 13.3 

97  ± 8.6 

61 

117  ± 30.8 

82  ± 8.7 

61  - 65 

23 

150  ± 20.3 

97  ± 8.5 

62 

123  ± 1 1.9 

80  ± 6.3 

66  - 70 

11 

156  ± 20.3 

97  ± 12.7 

36 

132  ± 14.3 

80  ± 7.1 

71  - 75 

12 

150  ± 19.8 

93  ± 5.7 

13 

138  ± 16.8 

80  ± 9.1 

76  - 80 

5 

146  ± 8.9 

92  ± 4.5 

10 

130  ± 13.1 

74  ± 7.4 

81  - 85 

1 

191  ± 0 

97  ± 0 

4 

131  ± 20.2 

73  ± 5.0 

Totals 

Means: 

(g.h) 

174 

148  ± 6.2  (b)(c) 

97  ± 4.2  (b,d) 

682 

121  ± 9.0  (e) 

78  ± 3.27  (f) 

(t)  Regression  of  Diastolic  BP  on  Age  (Normotensives): 
y = -0.04  -I-  80.1 
r = -.26 
p = NS 

(g)  Comparison  of  Mean  Systolic  BP  between  Hypertensives  and  Normotensives: 

t = 8.31,  df  24 
p = 1.7  X 10-» 

(h)  Comparison  of  Mean  Dyastolic  BP  between  hypertensives  and  normotensives: 

t = 12.7,  df  24 
p = 3.17  X 10-‘^ 


(a)  SD  = Standard  Deviation 

(b)  81  - 85  Group  Excluded  from  computation 

(c)  Regression  of  Systolic  BP  on  Age  (Hypertensives): 

y = 0.12  X + 142 
r = .42 
p = NS 

(d)  Regression  of  Diastolic  BP  on  Age:  (Hypertensives) 

y = 0.04X  -H  99.6 
r = .22 
p = NS 

(e)  Regression  of  Systolic  BP  on  Age  (Normotensives): 

y = 0.27X  -h  107.8 
r = 0.70 
p<.005 


Resumen:  Como  parte  de  las  actividades  de  detección  de  la 

Fundación  Puertorriqueña  del  Riñón,  se  llevó  a cabo  una  clínica 
de  detección  en  un  centro  comercial  del  area  metropolitana  de 
San  Juan.  Se  estudiaron  1009  sujetos  de  los  cuales  125  eran 
niños  y 884  adultos.  20%  de  los  adultos  se  presentaron  con 
hipertensión,  no  relacionada  a sexo  o raza,  pero  sí  a edad  y a 
historial  familiar  de  enfermedad  renal  y de  hipertensión.  Cons- 
truimos tablas  con  los  valores  normales  para  la  población  de 
niños  y adultos  de  Puerto  Rico.  Se  estimula  a los  sistemas  de 
prestación  de  servicios  de  salud  a estar  más  conscientes  de  este 
problema  y a desarrollar  vías  de  identificar  a los  sujetos  con 
hipertensión  tempranamente,  para  darles  tratamiento  apro- 
piado y evitar  las  consequencias  de  esta  enfermedad. 
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METALLIC  MERCURY 
INTOXICATION 


Zulma  C'intrón  Riidrifjucz,  MS.  IV 
•lorgc  K.  I.ufjo  Rodrigue/,  Ml),  I'ACI’ 

Summary  Metallic  mercury  intoxication  is  an  important 
industrial  and  public  health  problem.  Early  diagnosis  is  difficult. 

This  article  reviews  recent  literature  on  the  epidemiological 
and  clinical  aspects  of  this  disease. 

Information  is  given  also  on  33  cases  evaluated  at  the  Indus- 
trial Hospital  of  which  27  were  considered  intoxicated  with 
metallic  mercury. 

Important  clinical  clues  for  an  early  diagnosis  are  given.  This 
should  increase  the  awareness  for  the  recognition  of  this  dange- 
rous condition. 


In  recent  years,  mercury  intoxication  has  become  an 
important  topic  in  Puerto  Rico  due  to  the  many 
industries  which  utilize  this  metal.  The  purpose  of  this  article 
isto  review  the  epidemiologic  and  clinical  aspects  ofinorganic 
mercury  intoxication.  Also,  a brief  account  will  be  given  of  a 
few  patients  who  were  evaluated  by  the  State  Insurance 
Fund  because  of  this  condition. 

The  classical  picture  of  mercurial  poisoning  presented  in 
textbooks  of  toxicology  is  not  what  is  usually  found  in 
industrial  cases  of  poisoning.'  The  severe  gastrointestinal 
symptoms  and  severe  kidney  involvement  form  a picture 
hardly  ever  seen  in  industry.  Skin  lesions  are  also  rarely  seen 
in  industrial  poisoning.^ 

Mercury  can  enter  the  body  through  the  lungs  and  the 
intact  skin.  Vapor  though,  is  the  most  troublesome  in 
industry  and  mercurial  fumes  must  always  be  guarded 
¡ against.  Mercury  is  found  in  varying  amounts  in  the  different 
1 organs,  from  the  largest  quantity  being  found  in  the  kidney 
and  in  decreasing  amounts  in  liver,  spleen,  wall  of  intestine, 
heart,  skeletal  muscle  and  lung.  Excretion  begins  almost 
immediately  through  the  kidneys  and  colon  and  is  practi- 
cally completed  in  a few  days.^  Ladd,  et  al.^  found  very  little 
correlation  between  blood  and  urinary  levels  of  mercury 
with  clinical  signs  of  poisoning.  Also,  with  intermittent 
! exposure  and  rapid  urinary  excretion  there  will  be  a decrease 
I in  the  clinical  evidence  of  illness.^  This  suggests  that  urinary 
[mercury  levels  are  not  the  only  reliale  criteria  for  establi- 
Ishing  a positive  diagnosis  ofinorganic  mercury  intoxication. 

Mercury  compounds  all  act  by  a single  basic  mechanism. 
The  mercuric  ion  acts  to  precipitate  protein  and  inhibit 
sulfhydral  enzymes.  The  inhibition  of  these  enzymes  is  rever- 
sible following  the  removal  of  the  metal.  When  mercury 
enters  the  circulation  it  is  taken  up  although  the  form  of  the 
ion  circulated  and  deposited  is  unknown.'^  Further  studies 
are  necessary  for  a more  complete  understanding  of  this 
mechanism. 


From  the  Industrial  Hospital.  Rio  Piedras.  P.R..  Department  of  Medicine 
and  UPR.  School  of  Medicine. 


Industrial  mercury  poisoning  is  characterized  by  three 
features;  (a)  inllammation  of  the  mouth,  (b)  muscular  tre- 
mors and  (c)  psychic  irritability.  (Fig.  1)' 

FI(;iJRE  I 


COMMON  SYMPfOMS 


Oral 

• Gum  inflammation 

• Loose  teeth 

• Excessive  salivation 

• Mercury  line 

Neurologic 

• Muscle  tremors  (“Parkinsonism”) 

• Impaired  handwriting 

• Visual  signs 

• Probably  persistent  neurologic  deficit 
Psychic 

• Character  disturbance  (apprehension,  depression, 
timidity) 

• Restlessness  (“startle  reflex”) 

• Memory  loss 

• Insomnia  and  bad  dreams. 


The  changes  in  the  mouth  consist  of  inflammation  of  the 
gums,  loosening  of  the  teeth,  swelling  of  the  salivary  glands 
and  excessive  flow  of  saliva.  The  mouth  is  more  likely  to  be 
affected  in  cases  that  develop  quickly,  like  for  instance,  after 
exposure  to  fumes  of  heated  mercury  which  can  occur  in  the 
making  of  thermometers.  Metallurgists  and  laboratory  workers 
develop  a slower  form  of  poisoning  with  little  or  no  saliva- 
tion, although  a degree  of  gingivitis  with  pyorrhea  is  com- 
mon.^ A blue  gray  line  of  mercury  sulfide  along  the  gum 
margins  can  sometimes  be  observed.^ 

The  muscular  tremors  come  on  slowly,  affecting  first  the 
muscles  of  the  eyelids,  tongue  and  fingers.  It  is  a typical 
intention  tremor,  becoming  evident  with  the  effort  to  control 
it  and  subsiding  when  the  victim  goes  back  to  accustomed 
work.  The  tremor  is  cerebellar  in  character.  It  is  an  uncon- 
trollable ataxic  tremor,  with  handwriting  like  that  seen  in 
paralysis  agitans.  It  goes  away  during  sleep  and  is  lessened 
by  reponse  and  solitude.  As  it  progresses  it  spreads  to  the 
arms  and  legs  and  superimposed  are  jerky  movements  which 
make  walking  difficult.  Some  patients  may  even  have  clonic 
spasm  which  may  appear  before  the  tremor. 

Guillain  and  Laroche^  held  that  the  tremor  is  toxic  in 
origin  and  depends  on  lesions  of  the  cerebellum  or  the  cerebe- 
llar tracts.  They  also  claim  that  the  tremor  can  be  cured  by 
removal  from  work.  This  theory  is  generally  accepted.  The 
duration  and  intensity  of  exposure  to  mercury  are  deceding 
factors  in  the  persistence  of  tremors  after  exposure  ceases. 
Thre  are  reports  in  which  tremors  have  persisted  for  more 
than  thirty  years.  In  this  case,  fundamental  cellular  damage  in 
the  CNS  must  have  taken  place. ^ 

The  psychic  disturbances  consist  of  a wide  variety  of 
symptoms,  such  as:  timidity,  apprehension,  restlessness,  irrita- 
bility and  a loss  of  self  confidence.  Giglioli^  described  that  the 
most  common  complaint  was  loss  of  memory,  often  associa- 
ted with  stupor  from  which  if  aroused  the  patient  showed 
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great  irritability.  The  latter  has  also  been  desenbed  as  a 
“startle”  reflex.  Sometimes  insomnia  is  the  chief  complaint,  or 
bad  dreams,  or  depression. 

Other  toxic  effects  include:  vertigo,  rotary  nystagmus, 
vasomotor  involvement,  skin  lesions,  constriction  of  periphe- 
ral visual  fields  and  lens  opacity  with  no  effect  on  vision.* * 

The  diagnosis  of  inorganic  mercury  intoxication  is  not 
easy.  (Fig.  2)  There  must  be  knowledge  of  the  kind  and 
amount  of  mercury  absorbed  by  inhalation  or  through  the 
skin  and  the  amount  excreted  in  the  urine  in  order  to  make  a 
working  diagnosis.’  Severe  damage  to  the  kidneys  as  started 
before  is  hardly  ever  seen  in  cases  of  industrial  mercury  intoxi- 
cation.’ “ The  kidney  can  eliminate  mercury  at  low  levels  for  a 
long  time  without  damage.  Also,  urinary  changes  may  be 
absent  in  cases  of  undoubted  mercurialism  of  a slow  chronic 
form.  In  general  urinary  abnormalities  due  to  mercury  are  not 
specific.  Atkinson®  describes  a brownish  colored  reflex  from 
the  anterior  capsule  of  the  lens  which  might  also  aid  in  the 
diagnosis.  The  following  steps  should  be  observed  in  trying  to 
reach  a positive  diagnosis  of  inorganic  mercury  intoxication:’ 


1.  Existence  of  industrial  monitoring  for  mercury 
levels. 

2.  Urinary  mercury  levels  in  24  hours 

3.  One  day  course  of  N-acetyl-D  penicillamine 
(Cuprimine,  Merck  Sharp  & Dohme)  to  provoke 
an  increase  in  urinary  mercury  excretion. 

4.  Blood  mercury  levels. 

5.  Dental  evaluation. 

6.  Neurology  evaluation. 

7.  Ophtalmology  evaluation. 

8.  Psychiatry  evaluation. 

9.  Handwriting  samples. 

10.  Routine  laboratories. 

FIGURE  2 


DIAGNOSIS 


• Industrial  monitoring  of  mercury  levels. 

• History  of  dangerous  exposure. 

• Periodic  urinary  mercury  levels  in  workers. 

• Handwriting  samples. 

• Dental  examination. 


The  results  of  these,  along  w-ith  a thorough  history  and 
physical  examination  must  be  studied  carefully  before  a 
diagnosis  can  be  made.  Since  there  is  no  test  that  must  be 
positive  to  confirm  the  diagnosis,  each  patient  with  a known 
case  of  exposure  must  be  individualized.’  The  final  diagnosis 
should  rest  on  a clinical,  laboratory  and  multidisciplinary 
approach. 

Prevention  against  mercury  intoxication  should  include:’  ’ 

1.  Proper  ventilation  in  work  areas  using  mercury.  In 
1969  an  International  Committe  stated  the  safe  level  of  mer- 
cury in  air  is  0.05  mg/m’,  except  for  alkyl  compounds.  Since 
these  are  more  dangerous  their  safe  level  in  air  is  0.01  mg/m’. 


Metallic  Mercury  Intoxication 

2.  Examination  of  the  skin. 

3.  Examination  of  the  mouth. 

4.  Record  of  handwriting. 

5.  Interviews  with  fellow  workers  and  foreman. 

6.  Removal  of  mercury  soiled  clothing  before  leaving 
work  area. 

7.  Use  of  gloves,  masks  and  other  safety  equipment  to 
prevent  direct  contact  and  inhalation  of  mercury. 

Treatment  should  consist  of:’  '' 

1.  Immediate  removal  from  source  of  intoxication. 

2.  BAL  (Dimercaprol)  should  be  used  in  acute  poisoning.* 
Initial  dose: 

3 mg/kg.  injected  every  four  hours  for  two  days.  Same 
dose  every  six  hours  on  third  day,  then  daily  for  ten  days. 

3.  N-acetyl-D-penicillamine:  250  mg.  p.o.  q.i.d.  daily. 

4.  Hemodialysis  in  the  case  of  renal  shutdown  due  to 
mercury.* 

5.  Forced  diuresis  with  infusions  of  NaCL  up  to  lOL/day 
can  be  used  when  high  concentrations  of  mercury  are 
found  and  the  kidney  needs  to  be  protected  or  if  BAL  or 
penicillamine  are  not  available. 

6.  Gastric  lavage  with  milk  in  case  of  suicidal,  homicidal  or 
accidental  intake  of  mercury.* 


FIGURE  3 


TREATMENT 


• Immediate  removal  from  exposure. 

• Acute  poisoning:  BAL 

• Chronic  poisoning:  Penicillamine  (Merck,  Sharp 
& Dohme) 

• Forced  diuresis  vs.  dialysis 


Of  the  thirty-three  cases  evaluated  by  the  State  Insurance 
Fund  physicians  between  the  years  of  1966-1976,  twenty- 
seven  patients  received  a positive  mercury  intoxication  diag- 
nosis related  to  their  work.  The  disability  percentages 
awarded  ranged  from  15%-100%.  The  majority  of  the 
patients  who  came  for  evaluation  worked  for  a thermometer 
factory.  When  questioned,  many  of  these  patients  revealed  a 
history  of  cooking  inside  work  areas  and  of  collecting  wastes 
from  the  factory.  In  general  it  took  about  two  years  to  con- 
firm a positive  diagnosis  from  the  time  the  accident  was  first 
reported  to  the  State  Insurance  Fund.  In  the  course  of  this 
time  the  patients  were  hospitalized  and  diagnostic  work-ups 
were  performed.  Average  hospitalization  was  about  two  weeks. 
Subsequently,  Neurology,  Ophthalmology,  Psychiatric  and 
Urology  services  were  consulted  for  evaluation  of  patients  in 
out  patient  clinics.  When  all  the  evaluations  were  completed 
and  lab.  results  available  a diagnosis  was  reached.  The  chief 
complaint  is  most  cases  included:  headaches,  generalized 
weakness,  dizziness  and  tremors.  Urine  mercury  levels  varied 
from  0.8  mcg/L-740  mcg/L.  The  majority  of  mercury  intoxi- 
cation diagnosis  were  made  by  either  the  psychiatrist  or  the 
neurologist. 
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The  senior  author  had  the  privilege  of  treating  one 
patient  with  penicillamine  for  several  weeks  with  a dose  of 
250  mg.  q.i.d.  This  was  a young  man  with  most  of  the  mental 
and  neurologic  picture  described.  He  tolerated  the  treatment 
well  and  with  it  his  urinary  excretion  was  over  1500  mcg/L 
for  several  days  (from  an  original  of  2 1 mcg/L.).  No  clinical 
or  laboratory  improvement  was  discernible,  suggesting  that 
once  developed,  the  CNS  damage  from  metallic  mercury 
intoxication  is  irreversible. 

FIGURE  4 


IMPORTANT  FACTS  TO  REMEMBER 


• Urine  mercury  levels  are  only  correlative  to 
diagnosis. 

• Slow  intoxication  is  most  common  form. 

• Symptoms  are  slow  in  onset  and  require  physi- 
cian’s alertness  (handwriting  changes,  irritability, 
salivation,  tremors). 

• Mental  picture  is  unspecific  and  subtle. 

• Early  recognition  can  avoid  possibly  irreversible 
damage. 


Conclusions  on  inorganic  mercury  intoxication: 

— Mercury  intoxication  can  be  prevented  by  the  incorpora- 
tion of  industrial  hygiene  measures  in  industries  utilizing 
this  metal. ^ 

— The  most  common  form  of  industrial  mercury  poisoning 
is  a slow  chronic  form. 

— Industrial  mercurialism  consists  of  changes  in  the  mouth, 
muscular  tremors  and  psychic  irritability. 

— Patients  will  usually  complain  of  headaches,  nervousness, 
and  tremors. 

— Evaluation  must  include  urinary  and  blood  mercury 
levels  but  these  are  not  diagnostic.^ 

— Complete  diagnostic  work-up  must  include  Dental,  Neu- 
rology, Opthalmology  and  Psychiatry  evaluation. 

— Only  after  a thorough  history  including  precise  working 
conditions,  a physical  examination  with  lab.  studies  as 
stated  above  and  completed  specialist  evaluations  will  a 
positive  diagnosis  be  reached. 
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Lung  cancer 
is  now  an  equal 
opportunity  tragedy. 


Remember  when  lung  cancer  was  a man's 
disease.  Because  men  had  been  smoking 
longer  than  women.  But  the  women’s 
smoking  boom  that  started  in  the  1930’s 
and  40’s— is  paying  most  cruel  dividends 
today.  Yet  most  people  still  think  lung  cancer 
is  a man’s  disease.  Tell  your  female  patients 
the  true  story.  That  lung  cancer  is  now  an 
equal  opportunity  tragedy.  That’s  what 
“you’ve  come  a long  way,  baby  ” is  all  about. 


U.S.  DEPARTMENT  OF  HEALTH,  EDUCATION,  AND  WELFARE 

Ottica  on  Smoking  and  Health 

Public  Health  Service  Rockville.  MD  28057 
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En  servicios  médicos, 
Triple-S  es  el  mqor 
piande  sahuL 


Triple-S  ofrece  una  gran  mayoría  de  médicos  de 
donde  escoger.  De  más  de  4,000  médicos  activos  en 
todo  Puerto  Rico  la  gran  mayoría  acepta  Triple-S. 


Y en  hospitales,  Triple-S  cuenta  con  más  hospitales 
acreditados  en  todo  Puerto  Rico  que  ningún  otro  plan. 

Porque  tratándose  de  salud,  tienes  que  tener 
el  mejor. ..Triple-S. 


Seguros  de  Servicio  de  Salud 
de  Puerto  Rico.  Inc. 

Con  la  mayoría  de  médicos,  Y la  mayoría  de  los  hospitales. 
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Toxic  Shock  Syndrome 
— Pathogenesis — 


Angela  González,  MSIV 
Héctor  F.  Gorbea,  MD 
Carlos  H.  Ramirez-Ronda,  MD,  FACP 

ABSTRACT:  Toxic  Shock  Syndrome  (TSS)  is  a clinical 

phenomenom  associated  to  menstruation  and  tampon  use  in 
women.  As  time  progresses  it  is  increasingly  related  to  post- 
operative wound  and  localized  infections  with  Staphylococcus 
aureus.  The  criteria  used  to  diagnose  TSS  includes  fever,  hypo- 
tension, erythroderma  with  desquamation,  hyperemia  of  muco- 
sal surfaces  and  multisystem  dysfunction.  TSS  is  a localized 
infection  caused  by  a S.  aureus  strain  capable  of  producing 
potent  exotoxins  which  are  responsible  for  the  systemic  manifes- 
tations of  the  disease.  TSS  is  mechanically  induced  by  abrasion 
to  a mucosal  surface  that  has  been  previously  colonized  with  5. 
aureus  or  will  be  so  during  the  disruption  of  mucosal  integrity. 

In  1978  James  Todd  et  al  brought  to  the  attention  of 
modern  medicine  a clinical  phenomenon  that  would 
subsequently  cause  a public  uproarat  the  turn  of  1980.'  This 
clinical  entity  is  the  Toxic  Shock  Syndrome.  A somewhat 
complete  definition  is;  “Toxic  Shock  Syndrome  is  an  acute, 

I febrile  syndrome  with  diffuse,  desquamating  erythroderma 
and  mucous  membrane  hyperemia  that  may  have  a 
. prodrome  of  myalgia,  vomiting,  diarrhea  and  pharyngitis 
1 and  can  progress  rapidly  to  hypotension  and  multi-organ 
dysfunction.”^ 

Toxic  Shock  Syndrome  (TSS)  has  been  related  signi- 
ficantly to  menstruation  and  tampon  use,  nevertheless,  as 
time  progresses  cases  of  TSS  appear  in  which  the  patient 
does  not  use  tampons.  It  must  be  also  mentioned  that  there 
are  various  clinical  entities  that  share  many  common 
denominators  with  TSS  which  suggest  that  TSS  may  not  be 
so  unique.  This  matter  may  be  the  most  intriguing  since  the 
major  difficulty  concerning  its  identification  lies  in  its 
similarity  with  other  syndromes. 


Infectious  Disease  Program,  University  of  Puerto  Rico  School  of  Medicine 
and  VA  Medical  Center,  Departments  of  Research  and  Medicine.  VA  Medical 
Center  and  University  of  Puerto  Rico  School  of  Medicine.  San  Juan,  Puerto 
Rico. 

Request  reprints  to:  Héctor  F.  Gorbea.  MD,  VA  Medical  Center,  Infectious 
Disease  Program  (15 1).  G.P.O.  Box  4867,  San  Juan,  Puerto  Rico  00936.  Tel. 
(809)  751-5700. 


“Typical”  and  “Atypical” 

Cases  of  Toxic  Shock  Syndrome 

In  this  article  we  will  call  “typical”  cases  of  TSS  those 
that  are  related  to  menstruating  women  using  tampons 
irrespectively  of  age  or  race.  An  “atypical”  case  will  be 
considered  as  any  variation  from  the  previous  definition. 

A retrospective  report  of  a “typical”  case  of  TSS  was 
reported  in  Great  Britain  as  the  self-diagnosis  of  a 53  year 
old  woman  who  developed  an  attack  of  vomiting  and 
profuse  diarrhea  accompanied  by  an  erythematous  rash, 
rigors  and  drowsiness  and  also  myalgias  5 days  after  having 
used  a vaginal  tampon  for  the  first  time  in  her  life.^  As  it 
turns  out  there  were  no  other  etiological  factors  that  could 
explain  this  clinical  picture  in  this  patient. 

TSS  has  been  recently  seen  with  increased  frequency  in 
post-operative  patients.  A report  by  Doman  et  al  describes 
two  cases  of  post-operative  TSS.''  The  first  case  occurred  in  a 
24  year-old  who  delivered  a baby  girl  by  Cesaren  Section 
and  on  the  7th  post-partum  day  she  developed  TSS. 
Interestingly  this  woman  did  not  use  tampons  and  the  only 
positive  culture  was  taken  from  her  abdominal  wound.  The 
culture  was  positive  for  Staphylococcus  aureus.  The  other 
case  had  to  do  with  a 49  year  old  healthy  woman  who  had 
bilateral  varicose  vein  ligations.  On  the  6th  day  post- 
operative she  developed  a lump  in  one  of  her  groins  and  on 
the  8th  day  TSS  developed.  All  cultures:  blood,  urine  and 
throat  were  negative.  Staphylococcus  aureus  from  both 
incision  sites.  It  must  also  be  indicated  that  both  women  had 
vaginal  cultures  done  and  both  were  negative. 

A very  unique  case  was  found  when  a 25  year-old  man 
was  stung  by  a bee  in  his  left  lower  back  and  developed  a 
local  infection  with  5.  aureus  accompanied  by  TSS.  All  other 
cultures  taken  resulted  negative.^ 

Recently  it  has  been  suggested  that  hysterosalpingo- 
graphy  can  be  used  to  prove  that  if  endometrial  tissue  is 
damaged  (i.e.  curettage)  the  dye  employed  in  this  procedure 
goes  to  the  venous  drainage  of  the  uterus.®  Damage  to 
endometrial  tissue  may  occur  secondary  to  sexual  intercourse 
during  menstruation  as  suggested  in  the  article  by  Watt.® 

A documented  case  of  TSS  shared  between  a couple  was 
found  between  a 30  year-old  woman  and  3 1 year-old  man 
who  were  sexual  partners.’  Positive  cultures  of  the  throat  and 
nose  were  found  in  both.  Unfortunately,  vaginal  cultures 
were  inconclusive. 

TSS  has  been  uniquely  characterized  as  a local  infection 
especially  in  the  post-operative  wound  infections.  Thirteen 
cases  of  TSS  associated  with  post-operative  wound  infections 
had  negative  blood  cultures  in  all  instances,  while 
Staphylococcus  aureus  was  recovered  from  all  wound 
cultures.*  In  this  study  a wide  variety  of  procedures  were 
included  and  cases  were  not  related  to  menstruation.  It  was 
concluded  that  the  evidence  of  obvious  wound  infection  does 
not  omit  the  possibility  of  TSS  in  a patient  with  the 
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appropriate  signs  and  symptoms. 

A somewhat  interesting  case  was  reported  in  which  a 25 
year-old  woman  was  admitted  electively  to  a hospital  for  a 
submucous  resection  and  rhinoplasty.’  This  woman  had 
never  used  tampons  and  whe  was  on  her  third  menstrual  day 
when  the  operation  was  performed.  Twelve  hours  post- 
operatively  TSS  developed.  Blood  culture,  cerebrospinal 
fluid,  throat  and  vaginal  cultures  were  all  negative.  Nasal 
culture  revealed  a heavy  growth  of  S.  aureus. 

A very  small  group  of  the  variety  of  situations  related  to 
TSS  have  been  presented,  and  it  can  be  inferred  from  all  cases 
that  TSS  is  generated  by  local  infection. 

Clinical  Manifestation  and  Laboratory  Results 

Table  I has  been  adapted  from  the  Morbidity  and 
Mortality  Weekly  (MMWR)‘°  to  show  the  criteria  necessary 
for  the  proper  diagnosis  of  TSS.  This  criteria  will  define  a 
case  as  definite  or  probable  and  cases  usually  reported  in  the 
literature  are  considered  to  be  definite. 

TABLE  I 


Criteria  used  to  Diagnose  Toxic  Shock  Syndrome 

Fever  (over  38.9°C) 

Hypotension  of  Orthostatic  dizzines 
Diffuse  or  palmar  erythroderma, followed  by  skin  desqua- 
mation on  hands  and  feet 

Hyperemia  of  conjunctival  or  mucous  membranes  of  the 
oropharynx  or  vagina 

Multisystem  dysfunction  (At  least  4 of  the  following): 

Vomiting  or  diarrhea 
Altered  level  of  consciousness 
Renal  impairment 
Hepatic  impairment 
Thrombocytopenia 
Increased  CPK  in  muscle 
Cardio-pulmonary  dysfunction 
Hypocalcemia,  Hypophosphatemia 

Exclusion  of  other  possible  infectious  causes  by  laboratory 
work-up. 


In  a report  by  Tofte  et  al  seventeen  menstruating  women 
were  studied  in  relation  to  the  clinical  manifestations  and 
laboratory  results  most  commonly  found  in  TSS.“  It  was 
concluded  immediately  that  there  was  no  single  sign, 
symptom  or  laboratory  finding  common  to  all  cases  of  TSS. 
Therefore,  a pathognomonic  finding  is  not  described  as  a 
characteristic  of  TSS. 

The  most  common  symptoms  referred  consisted  in 
myalgias,  orthostatic  dizziness,  vomiting,  sore  throat, 
diarrhea  and  headache.  Physical  findings  most  commonly 
seen  were  fever  (over  38.9°C),  documented  hypotension  and 
impaired  organ  perfusion.  Laboratory  results  included  a 
marked  shift  to  the  left  with  many  immature  forms  in  the 
Complete  Blood  Count  (CBC)  and  Differential,  as  well  as 
sterile  pyuria  in  the  urinalysis.  Hypocalcemia,  hypo- 
proteinemia  and  hypophosphatemia  were  consistent  findings. 

It  was  concluded  in  this  study  that  due  to  the  non- 
specificity  of  clinical  findings,  the  diagnosis  of  TSS  remains 
to  be  one  of  exclusion  in  a patient  who  does  not  present  with 
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the  specific  criteria  proposed  by  the  Center  for  Disease 
Control  (CDC). 

In  another  study  it  was  found  that  basically  all  patients 
had  fever  (38.9°C  over),  hypotension  or  syncope,  skin  rash, 
mucous  membrane  inflammation  and  laboratory  evidence  of 
multiple  organ  dysfunction.'^  It  was  also  found  that  all 
patients  had  the  following  laboratory  derangements:  hypo- 
calcemia (out  of  proportion  with  the  concurrent  hypo- 
albuminemia),  hypoproteinemia  and  an  abnormal  urinalysis. 

Eight  menstruating  women  with  TSS  were  studied  and  it 
was  found  that  there  was  no  pathognomonic  presentation, 
nevertheless,  the  abruptness  of  the  gastrointestinal  symptoms 
as  well  as  the  diffuse  non-papular  erythroderma  with  severe 
to  moderate  organ  dysfunction  distinguish  a unique  clinical 
syndrome.'^ 

Pathology 

Twelve  fatal  cases  of  TSS  were  studied  for  pathological 
findings  mainly  in  the  following  organs:  vagina, uterus,  lung, 
liver  and  kidneys.^  The  most  striking  result  was  the  extensive 
desquamation  and  ulceration  of  the  vaginal  mucosa.  The 
lungs  presented  hyaline  membrane  changes  but  there  was  no 
evidence  of  pneumonitis  as  such.  The  liver  was 
characteristically  involved  with  lymphocytic  periportal 
inflammation.  The  kidneys  presented  acute  tubular  necrosis, 
no  glomerular  damage  was  found. 

It  is  interesting  to  stress  the  fact  that  in  this  study  involve- 
ment of  the  liver  suggested  cholangitis  but  since  no  poly- 
morphonuclear cells  were  found  it  was  concluded  that  the 
damage  was  secondary  to  bacterial  toxins.  This  study  ultima- 
tely concluded  that  since  the  endometrium  presented  no 
evidence  of  bacterial  invasion  and  the  vaginal  mucosa  was 
mainly  involved  with  local  bacterial  invasion,  the  bacteria 
gained  access  to  the  systemic  circulation  by  the  cervical- 
vaginal  blood  or  lymph  vessels.  This  was  correlated  with 
excessive  absorption  of  blood  and  protective  secretions  with 
abrasion  by  tampon  insertions  and  withdrawals.  The  ques- 
tions that  are  not  answered  by  this  explanation  are:  How  can 
TSS  be  then  explained  in  a non-tampon  user?  Do  bacteria 
have  to  invade  the  systemic  circulation  to  cause  TSS? 

Another  nine  fatal  cases  were  studied  in  a completely 
independent  setting  from  the  above  study. ^ The  lungs  were 
found  with  severe  capillary  congestion  and  hyaline  mem- 
brane formation  in  three  patients.  The  liver  was  mainly 
found  with  centrilobular  necrosis,  cases  compatible  with 
acute  cholangitis  were  found.  The  vagina  showed  mucosal 
ulcers  and  gram-positive  cocci  were  found  in  clusters  within 
the  epithelium.  The  endometrium  showed  hemorrhage  and 
necrosis  secondary  to  menstruation,  no  report  concerning 
bacterial  invasion  was  given.  The  consistent  finding  in  the 
kidneys  was  acute  tubular  necrosis.  Only  two  patients|had 
positive  blood  cultures  for  S.  aureus. 

Thus,  both  studies  present  unique  pathological  findings 
that  are  not  soley  attributed  to  tissue  hypoperfusion.  The 
pathological  presentation  is  characterized  by  the  absence  of 
systemic  bacterial  invasion  and  immune  complex  disease. 
The  systemic  manifestations  are  most  likely  secondary  to 
systemic  toxicity,  namely  Staphylococcal  exotoxins. 

Correlation  or  pathological  findings  with  clinical  results 
are  exemplified  by  a study  performed  in  Wisconsin  in  which 
the  renal  manifestations  of  TSS  were  studied  over  a period  of 
three  years. Two  types  of  acute  renal  failure  were  found 
secondary  to  intravascular  volume  depletion.  A total  of  23 
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cases  were  studied  and  despite  marked  hypoproteinemia  no 
proteinuria  was  detected.  Exudation  of  protein  from  intra- 
vascular compartments  to  extravascular  sites  probably 
explained  this  phemomenom.  Only  one  patient  needed 
hemodyalysis,  a renal  scan  was  performed  in  this  patient  and 
it  was  consistent  with  acute  tubular  necrosis. 

Eight  cases  of  cryptogenic  acute  cholangitis  were  studied 
and  six  were  found  to  have  clinical  features  compatible  with 
TSS.‘^  In  these  six  cases  there  was  no  evidence  of  cholestasis 
and  it  was  concluded  that  the  intrahepatic  inflammation  of 
the  bile  ducts  was  the  result  of  damage  caused  by  a circulating 
toxin  rather  than  by  systemic  bacterial  and  multifocal 
infection. 

The  series  reviewed  concerning  pathological  findings  in 
patients  with  TSS  provide  an  universal  clue  regarding  the 
pathogenesis  of  this  di.sease:  a potent  exotoxin  is  responsible 
for  the  systemic  manifestations  of  this  disease. 

Microbiology 

The  microbiology  related  to  TSS  cannot  be  properly 
understood  without  a proper  characterization  of  the  vaginal 
flora  and  the  different  factors  that  may  altérate  its 
microenvironment. 

The  normal  cervical-vaginal  flora  consists  of  a series  of 
facultative  organisms  of  which  the  Lactobacilli  are  the  most 
common.^  The  facultative  gram-positive  cocci  are  mainly 
represented  by  S.  epidermidis  and  Group  B streptococci. 
Staphylococcus  aureaus  is  quite  rare.  Facultative  gram- 
negative organisms  are  mainly  represented  by  E.  coli,  although 
other  enterobacteriaceae  are  also  found.  Anaerobic  species 
mainly  consist  to  peptococci,  peptostreptococci  and  Bacteroi- 
des  bivius. 

Significant  changes  in  vaginal  flora  were  found  by  the 
variation  of  certain  conditions.  Lactobacilli  were  found  more 
commonly  during  the  reproductive  years.  It  was  also  found 
that  anaerobic  species  are  exclusively  affected  by  estrogen 
levels  and  tend  to  be  less  prodominant  in  the  presence  of  this 
hormone. 

Flora  during  menstruation  was  studied  by  the  culture  of 
vaginal  fluid  on  the  second  and  third  day  of  menstrual  flow  in 
31  females.  The  main  finding  was  that  there  was  an  increased 
variety  or  organisms  during  menstruation. 

Fourteen  women  were  studied  with  cultures  of  nares, 
hands,  vaginal  vestibule  and  vagina  for  S.  aureus?  Samples 
were  taken  one  week  before  and  after  menstruation  as  well  as 
during  menstrual  flow  for  three  menstrual  cycles.  It  was  found 
that  the  number  of  microorganisms  found  was  smaller  during 
the  menstrual  flow  but  the  variety  found  was  much  greater 
than  in  the  two  other  samples.  It  was  concluded  that  the 
decreased  number  of  organisms  during  menstruation  was  due 
to  the  flushing  out  effect  of  endometrial  sloughing.  A most 
important  finding  was  that  S.  aureus  was  recovered  as  19%  of 
the  menstrual  specimens. 

A study  was  made  of  S.  aureus  isolates  taken  from  patients 
with  TSS  and  comparisons  were  made  with  other  Staphylococ- 
cal isolates  of  non-TSS  clinical  sources.'®  One  hundred  ninety- 
five  TSS  isolates  were  studied  versus  eighty-six  non-TSS 
sources;  tha  latter  were  obtained  from  infected  wounds,  nor- 
mal vaginas,  nasal  cultures  and  surgical  infections.  Phage 
typing  studies  were  performed  as  well  as  exotoxin  levels  and 
antibiotic  sensitivity. 

Results  obtained  indicated  that  Phage  Type  29  (Group  I) 
was  found  as  the  dominant  strain  with  type  52  frequently 
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associated.  There  was  also  a 25.8%  of  non-typable  strains  in 
TSS  isolates  that  could  not  be  explained  as  well  as  34.9%  in  the 
control  group. 

Of  the  TSS  isolates  95.7%  ofType  29  TSS  strains  produced 
Enterotoxin  C.  Surprisingly,  83%  of  non-typable  TSS  strains 
were  shown  to  produce  Enterotoxin  C compared  to  33.3%  of 
the  non-typable  control  group. 

Antibiotic  sensitivity  was  tested  in  group  1 and  these 
strains  were  found  to  be  significantly  resistant  to  Penicillin  and 
Ampicillin.  Group  I was  found  non-resistant  to  penicillinase 
resistant  antibiotics. 

Reviewing  these  results  we  can  see  that  the  predominance 
of  type  29  and  52  producing  Enterotoxin  C is  quite  significant; 
but  more  so  are  the  non-typable  strains  that  could  produce 
Enterotoxin  C.  This  suggests  that  TSS  is  probably  related  to  a 
newly  emerged  or  mutated  strain  which  has  recently  appeared 
or  increased  durin  the  past  decade. 

It  must  be  also  stated  that  Enterotoxin  C is  just  one  of  the 
various  exotoxins  used  to  characterize  TSS.  Enterotoxin  F has 
been  found  to  be  an  exotoxin  that  occurs  in  patients  with  TSS 
(acute  phase)  with  low  antibody  titers  as  compared  to  con- 
trols.^ Also  anti-Enterotoxin  F antibodies  have  been  found  to 
increase  significantly  during  the  convalescent  period. 

Enterotoxin  A has  been  also  found  in  50%  of  TSS  strains. 
Convalescent  titers  are  not  significantly  different  from  acute 
phase  titers.  In  this  study  Enterotoxin  C is  found  in  patients 
with  TSS  with  high  titers  of  antibodies.  What  this  study  sug- 
gests is  that  susceptibility  of  host  defense  mechanisms  to  Ente- 
rotoxin F can  generate  TSS  in  combination  with  other 
exotoxins. 

The  association  of  S.  aureus  with  TSS  should  be  one  of  the 
few  facts  not  to  be  doubted  concerning  TSS.  Moreover,  there 
is  a significant  association  of  S.  aureus  with  menstruation.^  A 
study  was  done  with  twelve  women  using  sanitary  napkins  and 
fourty  who  used  tampons.  Results  indicated  that  there  was  no 
difference  in  5.  aureus  colonization  in  tampon  users  and  nap- 
kins users.  Of  course,  this  study  may  be  difficult  to  interpret 
since  only  twelve  napkin  users  were  compared  to  fourty  tam- 
pon users;  nevertheless,  S.  aureus  colonization  appears  to  be 
more  related  to  menstruation  itself  than  to  the  catamenial 
products  as  such. 

Since  we  have  a clear  association  of  S.  aureus  with  TSS  the 
non-invasive  nature  of  staphylococcal  infection  in  this 
syndrome  has  been  corroborated  by  a method  other  than 
blood  culture.  This  has  been  done  by  measuring  teichoic  acid 
antibodies  in  patients  with  TSS.'’  As  compared  to  invasive 
conditions  such  as  bacteremia  and  endocarditis,  antibody 
titers  are  very  low  in  TSS.  This  may  also  help  to  explain  the 
sudden  and  fulminating  presentation  of  this  syndrome,  since 
there  is  a lack  of  tissue  invasion,  antibodies  to  staphylococcal 
wall  components  fail  to  develop  and  toxins  can  be  elaborated, 
rapidly  absorbed  and  disseminated  hematogenously. 


Other  Factors  Related  to  Pathogenesis 

Since  TSS  has  been  found  to  be  secondary  to  a localized 
infection,  bacterial  adherence  has  been  mentioned  as  a possi- 
ble factor  in  the  pathogenesis  of  this  syndrome.’  IgA  may  also 
have  a significant  role  in  TSS  since  IgA  may  inhibit  factors 
that  promote  adherence  of  microorganisms  particularly  to  the 
vaginal  epithelium.  At  the  moment  there  is  no  specific  evi- 
dence that  relates  alterations  in  adherence  to  vaginal  epithe- 
lium and  TSS. 
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The  indigenous  tlora  has  been  discussed  previously  but  it  is 
important  to  mention  that  women  vaginally  colonized  with  S. 
aureus  are  commonly  younger  than  30  years-old.  TSS  is  more 
commonly  found  in  this  age  group  as  well. 

Metabolic  derangements  during  TSS  may  be  also  impor- 
tant in  complement-mediated  opsonization.  Profound  hypo- 
calcemia may  alter  this  procedure.  At  the  present  there  is  no 
reason  to  believe  that  opsonization  may  be  impaired. 

It  should  be  mentioned  that  hypocalcemia  has  been  explai- 
ned as  the  result  of  a hormonal  defect  during  TSS.‘*  Among 
the  explanations  for  hypocalcemia  the  most  appropriate  was 
the  concomitant  hypoalbuminemia,  nevertheless  calcium 
levels  were  too'  low  to  be  explained  by  the  corresponding 
albumin  levels.  Since  thyrocalcitonin  has  been  detected  during 
TSS,  it  has  been  postulated  that  this  hormone  may  be  responsi- 
ble for  lowering  serum  calcium  levels.  It  has  been  previously 
observed  that  thyrocalcitonin  is  usually  undetected  during 
normocalcemia  and  certainly  not  found  during  hypocalcemia. 
Therefore,  exotoxins  may  be  affecting  calcium  levels  during 
TSS  by  alterating  thyrocalcitonin  levels. 

Risk  factors  have  been  extensively  studied  in  TSS. 
Recently  a case  control  study  was  performed  in  which  29 
females  with  TSS  were  compared  to  91  controls.'^  The  conclu- 
sions drawn  from  this  study  included  that  TSS  was  found 
predominantly  in  tampon-using  menstruating  women.  In  Sep- 
tember 1980  another  study  was  performed  by  interviewing 
subjects  by  telephone.^®  Data  suggested  that  women  using 
Rely  tampons  were  at  a higher  risk  of  developing  TSS.  High 
absorbency  tampons  as  such  were  not  related  to  a higher  risk. 
Biases  during  these  studies  are  most  probable  and  therefore 
must  be  interpreted  carefully.  Both  investigators  and  subjects 
were  probably  aware  of  the  association  of  tampons  and  TSS. 

Conclusions 

The  main  problem  concerning  the  determination  of  patho- 
genetic mechanisms  for  TSS  has  been  the  approach.  It  seems 
that  most  investigators  are  looking  for  a simple  and  direct 
explanation  for  a syndrome  that  is  certainly  very  complex. 

TSS  is  a localized  infection  caused  by  a 5.  aureus  strain 
capable  of  producing  toxins  such  as  Enterotoxin  F to  which 
certain  hosts  have  not  developed  adequate  immunological 
defenses.  It  seems  that  the  treatment  of  this  localized  infection 
with  penicillinase-resistant  penicillins  and  adequate  hydration 
provides  time  for  antibodies  to  be  synthesized  and  liberated, 
thus  the  favorable  clinical  response  after  various  days  of 
treatment. 

TSS  is  mechanically  induced  by  abrasion  to  a mucosal 
surface  that  thas  been  previously  colonized  with  5.  aureus  or 
will  be  so  during  the  disruption  of  mucosal  integrity.  All 
“typical”  and  “atypical”  can  be  explained  by  damage  to  a 
mucosal  surface.  The  latter  should  be  always  seeked  during 
history  taking  as  well  as  physical  examination  when  TSS  is 
suspected.  Women  who  use  sanitary  napkins  and  develop  TSS 
should  be  asked  if  they  have  had  sexual  intercourse  lately  or  if 
they  are  using  some  mechanical  device  for  contraception.  To 
avoid  confusion,  pre-antibiotic  cultures  should  be  taken  from 
local  lesions,  throat,  nares  as  well  as  vagina  and  cervix. 

Of  course,  the  mechanical  explanation  should  be  sustained 
by  the  microbiological  characterization  of  the  pathogen.  The 
individual  host  deafenes  (especially  against  exotoxins)  should 
be  also  considered.  Although  tampon-associated  TSS  is  a 
common  finding,  tampons  cannot  undertake  the  causal  role 
for  TSS. 


Toxic  Shock  Syndrome  Pathogenesis 

Also  last,  but  most  importantly  an  animal  model  for  TSS 
will  be  most  helpful  in  determining  the  direct  and  indirect 
entities  responsible  for  the  generation  of  TSS  and  may  result 
less  controversial  than  a biased  population  and  a biased 
scientist. 

Resumen;  El  Síndrome  de  Shock  Tóxico  (Toxic  Shock 
Syndrome)  es  un  fenómeno  clínico  que  se  ha  asociado  a la 
menstruación  y al  uso  de  lampones  sanitarios  en  la  mujer.  Ulti- 
mamente se  ha  asociado  a heridas  post-operatorias  y a infeccio- 
nes localizadas  por  Staphylococcus  aureus.  Los  criterios  usados 
para  diagnosticar  el  Síndrome  de  Shock  Tóxico  incluyen  fiebre, 
hipotensión,  eritroderma  con  descamación,  hiperemia  de  las 
superficies  de  mucosas,  y fallo  multisistémico.  Este  síndrome  es 
una  infección  localizada  causada  por  una  cepa  de  S.  aureus 
capaz  de  producir  exotoxinas  potentes  que  son  responsables  de 
las  manifestaciones  sistémicas  de  la  enfermedad.  Es  inducido 
por  el  daño  producido  a las  superficies  de  mucosas  que  se  han 
colonizado  previamente  o durante  la  alteración  a la  integridad  de 
la  mucosa  por  S.  aureus. 
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Presentación  de  Casos 


Tetralogía  de  Fallot  con 
Origen  Aórtico  de  la  Arteria 
Pulmonar  Derecha 

Rafael  Villavicencio,  M.D. 

Resumen:  El  origen  anómalo  de  una  arteria  pulmonar  de  la 

aorta  ascendente  es  un  hallazgo  poco  frecuente.  La  asociación  de 
esta  anomalia  con  una  tetralogia  de  Fallot  (T/F)  es  más  raro  aún 
y puede  ocasionar  complicaciones  serias  durante  la  cirugia  para 
la  corrección  de  la  tetralogía  si  el  defecto  asociado  pasadesaper- 
cibido.  Se  presenta  un  caso  donde  se  logró  el  diagnóstico  de 
Hemitronco  con  T/F  por  medio  del  cateterismo  cardíaco  y la 
cineangiocardiografía.  Se  mencionan  algunos  puntos  importan- 
tes para  el  diagnóstico  clínico  junto  con  la  data  hemodinámica  y 
se  presentan  los  cineangiogramas  significativos.  Se  discuten  las 
implicaciones  embriológicas,  clínicas  y hemodinámicas  haciendo 
hincapié  en  la  necesidad  de  la  cirugía  temprana  para  así  evitarla 
enfermedad  vascular  pulmonar  obstructiva. 

Aunque  las  anomalías  congénitas  de  las  arterias  pulmona- 
res están  ocasionalmente  asociadas  con  la  T/F  es  raro 
el  hallazgo  de  un  Hemitronco  asociado  a una  tetralogía.  En  el 
Hemitronco  una  de  las  arterias  pulmonares  proviene  de  la 
aorta  ascendente  mientras  la  arteria  pulmonar  principal  se 
origina  del  ventrículo  derecho,  consistiendo  ésta  de  una  sola 
rama.  Si  este  origen  anómalo  de  la  arteria  pulmonar  no  se 
reconoce  antes  de  la  reparación  de  la  T/F  los  resultados  de  la 
misma  pueden  ser  desastrosos.' 

El  propósito  de  este  artículo  es  destacar  el  valor  de 
la  cine-angiocardiografía  en  el  diagnóstico  de  esta  cardiopa- 
tía  congénita  compleja  y la  importancia  de  la  corrección 
quirúrgica  temprana  de  la  misma  para  el  mejor  pronóstico  a 
largo  plazo. 

Presentación  del  Caso 

GRC  es  un  niño  de  dos  años  de  edad  con  soplo  cardíaco 
desde  el  período  neonatal.  Permaneció  estable  hasta  los  tres 
meses  de  edad  cuando  desarrolló  insuficiencia  cardíaca 
durante  un  episodio  severo  de  bronquiolitis.  Se  digitalizó 
(Digoxin)  con  una  respuesta  clínica  excelente  y varios  días 
más  tarde  fue  dado  de  alta  totalmente  recuperado.  El  nifro 
continuó  estable,  con  buen  crecimiento  y desarrollo  pero 
con  infecciones  recidivantes  de  las  vías  respiratoriasaltas.  El 
digoxin  se  descontinuó  a los  1 3 meses  de  edad,  a los  1 8 meses 
se  describe  cianosis  (durante  el  ejercicio)  por  primera  vez,  sin 
episodios  sincópales,  la  cual  se  repite  ocasionalmente  en  los 
meses  siguientes.  Se  hospitaliza  a la  edad  de  dos  años  para 
llevar  a cabo  las  pruebas  diagnósticas  invasivas  pertinentes. 

Al  examen  físico  se  apreciaba  un  niño  delgado  pero  bien 
desarrollado,  acianótico  y con  unos  signos  vitales  normales. 
A la  auscultación  se  apreciaba  un  soplo  holosistólico,  rudo. 


grado  3/6  a lo  largo  del  reborde  esternal  izquierdo  a nivel  de 
los  espacios  intercostales  3-4  con  transmisión  al  apex.  Ade- 
más estaba  presente  un  soplo  telesistólico,  rudo,  grado  2/6 
en  el  precordio  superior  con  transmisión  al  hemitorax  supe- 
rior derecho  y a la  espalda.  No  había  sonido  de  eyección,  el 
S|  era  normal,  el  S,  sencillo,  y pulsos  periféricos  buenos  en 
todas  las  extremidades. 

El  hemograma  reveló  normocitosis  con  una  Hb  de 
14.7gm  y un  Hct  de  45%.  El  análisis  de  orina  era  normal.  El 
electrocardiograma  demostró  hipertrofia  ventricular  dere- 
cha con  sobrecarga  sistólica,  patrón  de  esfuerzo  del  lado 
derecho  y un  eje  eléctrico  QRS  de  +90°  (figura  1).  La  radio- 
grafia  de  tórax  reveló  cardiomegalia  discreta  con  configuración 
derecha,  ligera  concavidad  del  segmento  pulmonar  y vascu- 
laridad  pulmonar  normal.  Esta  es  más  prominente  en  el  lado 
derecho  al  compararla  con  el  izquierdo,  (figura  2). 


Figura  I.  Electrocardiograma  sugestivo  de  T/F  con  hipertrofia  ventricular 
derecha  y eje  QRS  a la  derecha. 


Figura  2.  Radiografía  de  tórax  en  posición  AP.  Hay  dominancia  ventricular 
derecha  y puede  apreciarse  una  vascularidad  pulmonar  más  prominente  en  el 
lado  derecho  al  compararlo  con  el  izquierdo. 
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Un  ecocardiograma  fue  reportado  como  “compatible 
con  un  corto  circuito  de  derecha  a izquierda  signitlcativo.  no 
del  tipo  de  T/F”.  La  data  del  cateterismo  cardíaco  se  resume 
en  la  tabla  1.  El  análisis  de  la  misma  revela  presión  sistólica 
ventricular  derecha  sobre  valores  sistémicos  y gradiente  de 
66  mmHg  a través  de  la  válvula  pulmonar  compatible  con 
estenosis  pulmonar.  Hay  evidencia  de  corto  ci  rcuito  de  dere- 
cha a izquierda  a nivel  ventricular. 

El  cineangiograma  con  inyección  en  el  tracto  de  salida 
derecho  demostró  una  válvula  pulmonar  pequeña,  arteria 
pulmonar  principal  (APP)  hipoplásica  y arteria  pulmonar 
izquierda  (API)  prominente,  (figura  3).  La  arteria  pulmonar 


TABLA  I 


Data  Hemodinámica 

Lugar 

Presiones 

(mmHg) 

Saturación 

0,{%) 

Vena  cava  superior 

— 

50 

Atrio  derecho  superior 

— 

53 

Atrio  derecho  medio 

6(2) 

47 

Atrio  derecho  bajo 

— 

51 

Ventrículo  derecho  (apex) 

1 10 

53 

Ventrículo  derecho  (salida) 

85 

62 

Arteria  pulmonar  principal 

19  (9) 

57 

Arteria  pulmonar  izquierda 

14  (8) 

57 

Atrio  izquierdo 

12  (7) 

99 

Aorta 

92/60  (75) 

75 

derecha  (APD)  no  .se  opacificó.  El  ventriculograma  derecho 
(figura  4)  reveló  un  ventrículo  derecho  hipertrófico  y un 
tracto  de  salida  estrecho.  La  aorta  ascendente  es  de  buen 
tamaño,  con  acabalgamiento  sobre  el  septo  interventricular  y 
da  origen  a la  APD  desde  su  superficie  posterior.  El  aorto- 
grama  comprobó  la  salida  de  una  APD  de  tamaño  normal  de 
la  aorta  ascendente,  (figura  5). 


Figura  3.  Angiograma  en  tracto  de  salida  derecho  demuestra  infudibulo 
estrecho  con  válvula  pulmonar  y APP  pequeñas.  La  API  es  grande  y la  APD  no 
se  opacifíca. 


Figura  4.  Ventriculograma  derecho  donde  puede  verse  el  origen  de  la  APP  del 
ventrículo  derecho  y la  API  representa  una  prolongación  de  la  misma.  I.a  APD 
sale  de  la  aorta  ascendente. 


Una  vez  confirmado  el  diagnóstico  se  llevó  a cabo  la 
reparación  quirúrgica  de  la  cardiopatía.  Se  reimplantó  la 
APD  en  la  APP  para  inmediatamente  proceder  a una  repara- 
ción rutinaria  de  la  T/F.  La  cirugía  fue  satisfactoria  con  una 
presión  postoperatoria  de  25mm  Hg  en  el  ventrículo  derecjio 
comparada  con  una  presión  aórtica  de  80mm  Hg.  Fue  dado 
de  alta  acianótico,  completamente  recuperado  y llevando  a 
cabo  sin  dificultad  todas  las  actividades  usuales  para  su 
edad. 


Figura  5.  Aortograma  donde  puede  verse  claramente  el  origen  de  la  APD  de  la 
raíz  aórtica. 


388 


Vol.  74  Núm  12 

Discusión 

El  origen  anómalo  de  una  arteria  pulmonar  de  la  aorta 
ascendente  es  un  defecto  congénito  poco  común,  siendo  más 
raro  aún  que  vaya  asociado  a una  T/F.^  ^ En  la  revisión  de  la 
literatura  hecha  por  Keane,  incluyendo  sus  propios  casos,  la 
arteria  pulmonar  se  originaba  de  la  aorta  en  44 de  50  pacien- 
tes. La  T/F  se  diagnosticó  en  seis  (6)  de  estos  pacientes  y en 
cuatro  (4)  de  ellos  una  arteria  pulmonar  se  originaba  anor- 
malmente de  la  aorta  ascendente.^ 

Embriológicamente  la  APD  y la  API  emergen  de  los 
segmentos  proximales  del  sexto  arco  aórtico  izquierdo  y 
derecho.  Las  crestas  conotroncales,  que  salen  diametral- 
mente opuestas  una  de  la  otra,  se  unen  dividiendo  el  lumen 
del  tronco  arterioso.  Si  estas  crestas  no  salen  directamente 
opuestas  ocurre  una  partición  desigual  del  tronco.  Si  al 
ocurrir  esto  la  cresta  derecha  del  tronco  emerge  de  una 
posición  más  dorsal  de  lo  normal  entonces  el  sexto  arco 
aórtico  proximal  se  incorpora  a la  aorta  ascendente  y la 
APD  emerge  de  ella.'* 

El  diagnóstico  de  Hemitronco  asociado  a una  T/F  no  es 
fácil,  ya  que  predominan  en  el  cuadro  clínico  el  conjunto  de 
hallazgos  físicos  que  ocasiona  la  tetralogía.  Siendo  los  más 
significativos  la  accesibilidad  ventricular  derecha;  la  cianosis 
en  mayor  o menor  grado;  el  soplo  sistólico  eyectivo  rudo, 
intenso  (grados  3 a 5)en  el  precordio  superior  y el  Sj  sencillo. 
En  algunas  ocasiones,  cuando  coexiste  la  anomalía  arterial 
descrita  puede  apreciarse  la  presencia  de  un  soplo  continuo 
en  el  hemitorax  superior  correspondiente  al  lado  de  la  mal- 
formación, con  irradiación  a la  espalda.^  Es  conveniente 
recordar  que  un  soplo  parecido  a este  puede  ser  debido  a la 
estenosis  periférica  de  las  arterias  pulmonares,  la  cual  a veces 
coexiste  con  una  T/F. 

En  el  análisis  de  la  radiografía  de  tórax  debemos  estar 
alerta  si  descubrimos  en  ella  la  coexistencia  de  los  cambios 
usuales  de  la  silueta  cardíaca  en  la  T/F  (hipertrofia  ventricu- 
lar derecha;  concavidad  del  segmento  pulmonar)  con 
un  campo  pulmonar  hipovolémico  y el  otro  hipervo- 
lémico  o normal.  Al  realizar  este  hallazgo  debe  hacerse 
un  escintigrama  pulmonar  con  inyección  endovenosa 
de  radionucleído.  Si  esta  malfomación  está  presente  se 
demostrará  una  captación  unilateral  del  material  radioac- 
tivo. Esta  será  únicamente  por  el  pulmón  que  recibe  sangre 
de  la  arteria  pulmonar  normal.®  Apesar  de  los  datos  mencio- 
nados que  contribuyen  de  forma  positiva  al  diagnóstico  de 
esta  malformación  el  mismo  solo  puede  obtenerse  con  cer- 
teza mediante  estudios  invasivos. 

Es  con  el  cateterismo  cardíaco  que  se  obtiene  informa- 
ción valiosa  con  respecto  a las  alteraciones  hemodinámicas 
creadas  por  esta  cardiopatía  compleja.  Se  logra  de  esta 
forma  comprobar  la  presencia,  localización  y dirección  de 
los  corto  circuitos  existentes.  Las  presiones  intraca rdíacas  e 
intra vasculares  son  de  igual  forma  registradas  por  medio  del 
cateterismo  cardíaco.  En  estos  casos  de  arterias  pulmonares 
emergiendo  de  la  aorta  la  presión  en  el  vaso  anómalo  está 
por  lo  regular  a nivel  sistémico.  El  registro  de  la  presión 
pulmonar  y la  determinación  de  las  resistencia  pulmonar 
arteriolar  es  muy  importante,  tanto  desde  el  punto  de  vista 
terapéutico  como  pronóstico.  Es  fácil  que  en  estos  casos  el 
niño  desarrolle  enfermedad  vascular  pulmonar  obstructiva 
con  lo  cual  el  pronóstico  es  fatal. 

La  corrección  quirúrgica  de  la  malformación  arterial 
puede  realizarse  implantando  la  arteria  aberrante  a la  arteria 


Rafael  ViUavicencio,  MD 

pulmonar  principal.  En  caso  de  que  por  razones  técnicas  o 
anatómicas  esta  anastomosis  quede  muy  “tensa”  puede 
colocarse  un  material  prostético  o un  homoinjerto  uniendo 
ambas  arterias.’  Esta  reimplantación  del  vaso  anómalo  es  el 
procedimiento  quirúrgico  más  exitoso,  reportándose  buenos 
resultados  en  aproximadamente  70%  de  los  casos. ^ Una  vez 
hecha  la  reimplantación  se  procede  con  la  reparación  de  la 
T/F  de  la  forma  usual.  Es  significativo  el  hecho  de  que  a pesar 
de  la  sobreimposición  de  otra  anomalía  vascular  a la  T/F 
esta  no  altera  significativamente  la  sobrevivencia  quirúrgica 
de  acuerdo  a la  literatura  revisada.’  ^ ’ La  contraindicación 
principal  para  la  cirugía  reparadora  es  la  presencia  de  enfer- 
medad vascular  pulmonar  obstructiva  bilateral.  Con  dicha 
complicación  en  mente  es  que  se  recomienda  el  tratamiento 
quirúrgico  temprano.  Con  ello  se  logra  establecer  el  niño  a 
su  vida  normal  a la  vez  que  se  produce  una  mejoría  notable 
en  su  desarrollo.  También  se  evitará  así  la  aparición  de  una 
complicación  de  implicaciones  funestas  en  una  cardiopatía 
que  hoy  en  día  es  quirúrgicamente  corregible  con  un  riesgo 
razonable. 

Abstract:  The  anomalous  origin  of  the  pulmonary  artery 

from  the  ascending  aorta  is  an  infrequent  congenital  defect. 
The  association  of  such  anomaly  with  tetralogy  of  Fallot  (T/F) 
is  of  rare  occurrence  and  poses  the  threat  of  serious  surgical 
complications  during  the  repair  of  T/F  if  not  previously  recog- 
nized. A case  is  presented  with  the  diagnosis  of  T/F  in  which 
the  left  pulmonary  artery  emerged  from  the  right  ventricle 
(Hemitruncus)  and  the  right  pulmonary  artery  from  the  ascen- 
ding aorta.  The  diagnostic  highlights  are  mentioned  and  the 
hemodynamic  data  is  presented.  The  diagnostic  right  ventricu- 
lograms and  aortograms  are  shown.  The  embriologic,  clinical, 
and  hemodynamic  implications  are  discussed  and  the  early 
surgical  repair  to  prevent  pulmonary  vascular  obstructive  di- 
sease is  stressed. 
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gar  la  exactitud  con  que  el  pintor  nos  presenta  la  fisonomía 
de  tres  de  sus  retratados. 

En  el  cuadro  del  gobernador  Miguel  Antonio  de  Uztariz 
(pintado  hacia  1790)  lo  menos  que  impresiona  es  el  perso- 
naje.'* La  figurita  de  Uztariz  (ver  ilustración),  de  brazos 
flacos,  tiesos,  y vientre  abultado,  se  ve  disminuida  en  compa- 
ración con  el  cortinaje,  la  mesa  monumental  y la  fuga  pers- 
pectivista  al  vecindario  de  San  Juan.  ¿Cuál  era  la  condición 
del  gobernador  en  ese  momento?  Nos  la  indica  Francisco 
Oiler,  cirujano  mayor  del  Real  Hospital  Militar  de  San  Juan 
e interino  del  Regimiento  Fijo: 


Izquierda:  el  gobernador  Miguel  Antonio  de  Uztariz  (Colección  del  Instituto 
de  Cultura  Puertorriqueña,  foto  ICPR).  Derecha  arriba:  el  obispo  Francisco 
de  la  Cuerda  y García  (Colección  particular,  foto  ICPR).  Derecha  abajo:  el 
Doctor  Francisco  Oiler  Ferrer  (Colección  Ateneo  de  Puerto  Rico,  (foto  corte- 
sía del  doctor  Agustín  M.  de  Andino). 


El  Ojo  Clínico  de 
José  Campeche  Confirmado 
por  Documentos  Médicos  de 
la  Epoca 

José  G.  Rigau  Pérez,  M.D. 

Resumen:  El  estilo  pictórico  de  José  Campeche  se  caracte- 

riza por  la  documentación  del  detalle,  sea  arquitectónico,  suntua- 
rio o topográfico.  Manuscritos  médicos  coetáneos  a Campeche 
nos  permiten  ahora  juzgar  la  exactitud  con  que  el  pintor  repre- 
senta signos  patológicos  en  la  fisonomía  de  tres  de  sus  sujetos;  el 
gobernador  Miguel  de  Uztariz,  el  obispo  Francisco  de  la  Cuerda, 
y el  cirujano  Francisco  Oiler.  Lo  que  he  llamado  el  ojo  clínico  de 
Campeche  es  la  habilidad  del  pintor  para  representar  con  agu- 
deza la  condición  médica  y el  estado  de  ánimo  del  retratado. 

Nuestra  imagen  del  siglo  dieciocho  lleva  la  firma  de  José 
Campeche  por  dos  razones.  Campeche  nos  da  la  única 
representación  circunstanciada  de  la  vida  puertorriqueña 
desde  los  orígenes  del  país  hasta  la  llegada  de  las  cámaras 
fotográficas.  Por  otro  lado,  el  mensaje  visual  de  las  pinturas 
desafía  la  credibilidad  del  espectador  moderno  al  yuxtapo- 
ner la  manifestación  de  personajes  reales  con  un  ambiente  de 
suntuosidad  rococó  difícilmente  aceptable  como  local.  El 
aislamiento  en  que  se  nos  presenta  Campeche  impide  encon- 
trar otros  testigos  que  confírmen  o refuten  su  testimonio.  Sin 
embargo,  poco  a poco  la  evidencia  interna  de  los  cuadros 
mismos,  es  decir,  la  insistencia  detallista  de  Campeche,  suple 
detalles  que  conquistan  la  confianza  del  espectador.  Así  nos 
atraen  pormenores  como  el  empedrado  de  la  calle  Fortaleza 
en  el  retrato  de  Uztariz,  el  uniforme  del  capitán  Carvajal  y el 
bohío  en  el  paisaje  tras  la  Dama  a caballo.  Esta  característica 
del  estilo  de  Campeche,  la  documentación  del  detalle,  sea 
arquitectónico,  suntuario  o topográfico,  ha  sido  amplia- 
mente comentada,  pero  hasta  ahora  no  había  sido  posible 
añadirle  una  dimensión  que  podríamos  llamar  clínica.'"^  La 
única  prueba  de  que  el  pintor  hubiera  tenido  intrés  en  repre- 
sentar problemas  patológicos  era  el  retrato  de  Juan  Panta- 
león  Avilés,  el  niño  amélico. ■*  Gracias  al  hallazgo  de 
documentos  médicos  coetáneos  a Campeche  podemos  juz- 
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■‘Certifico  en  debida  forma  que  el  año  pasado  de 
noventa  fui  llamado  por  el  señor  gobernador  inten- 
dente y capitán  general  de  esta  isla,  que  lo  es  el  señor 
don  Miguel  Antonio  de  Uztariz.  para  consultarme  sus 
dolencias  y le  asistiese  en  su  curación.  Después  de 
[haber]  examinado  con  bastante  cuidado  la  enferme- 
dad que  padecía  su  señoría  hallé  que  era  un  afecto 
disentérico  molesto  con  suma  debilidad  y extenuación. 

La  que  después  de  haber  practicado  todos  los  medios 
posibles  para  su  alivio  ha  seguido  en  los  mismos  térmi- 
nos que  hasta  el  presente,  complicándosele  varios  sín- 
tomas y una  procedencia  del  ano  o salida  del  intestino 
recto  por  la  continuación  de  esta  evacuación,  ocasio- 
nándole una  laxitud  y una  falta  de  tono  en  esta  parte  de 
modo  que  no  admite  los  remedios  que  se  le  aplican.  A 
vista  del  ningún  alivio  de  su  señoría,  y que  esta  triste 
enfermedad  endémica  en  este  país  se  considera  mortal, 
tomé  la  determinación  de  desengañar  a su  señoría, 
tanto  por  el  descargo  de  mi  conciencia  como  por  el 
honor  de  mi  profesión,  y decirle  que  si  su  señoría  no 
procuraba  [en]  breve  un  temperamento  templado  y 
fresco,  que  es  el  más  análogo  a su  constitución,  y se 
desprendiese  de  la  aplicación  y fatiga  continua  que  le 
da  su  ministerio,  peligraba  mucho  la  vida  de  su  señoría 
y .se  vería  en  una  catástrofe  antes  de  poco  tiempo.  Todo 
esto  lo  manifesté  a su  señoría  y se  lo  hice  presente,  y sin 
embargo  miró  con  indiferencia  su  curación,  prosi- 
guiendo con  la  tarea  de  su  cargo.  No  obstante,  después 
de  algunos  seis  u ocho  días,  viendo  su  señoría  que  se 
iba  agravando  más,  me  llamó  de  nuevo  y me  dijo 
continuase  medicinándolo,  y que  todo  lo  expuesto 
anteriormente  lo  certificase  en  los  términos  que  había 
dicho,  lo  que  hago  en  ésta  por  haberlo  mandado  su 
señoría.  Y para  que  conste,  y obre  los  efectos  que  más 
convengan,  doy  la  presente  en  Puerto  Rico  a los  24  de 
noviembre  de  1791.  [firmado]  Francisco  Oller”^ 

Además  de  un  cirujano,  Uztariz  consultó  un  médico,  Tomás 
Prieto,  también  del  Hospital  Militar.  Prieto  da  un  dictamen 
concordante  con  el  anterior; 

“Certifico  que  el  señor  don  Miguel  Antonio  de  Uzta- 
riz, coronel  de  los  Reales  Ejércitos,  gobernador  y capi- 
tán general  de  esta  plaza  e isla,  padece  de  continuo  una 
diarrea  con  inapetencia,  y las  piernas  hinchadas,  o 
edematosas,  producido  todo  por  una  verdadera  hipo- 
condria,  cuyos  ataques  son  frecuentes.  Y aunque  se  le 
han  propinado  todos  los  remedios  adecuados  y sus 
continuados  ejercicios  de  todos  modos,  no  ha  logrado 
alivio  alguno,  antes  sí,  su  enfermedad  continúa.  Por  lo 
que  soy  de  sentir  que  el  único  arbitrio  que  le  queda  es 
pasar  a gozar  los  aires  nativos  de  España,  pues  por  este 
medio  podrá  lograr  el  restablecimiento  de  su  quebran- 
tada salud.  Y para  que  conste  lo  firmo  en  Puerto  Ricoa 
14  de  diciembre  de  1791.  [firmado]  Tomás  Prieto”^ 

Comparadas  a un  historial  médico  moderno,  estas  dos 
certificaciones  parecen  extremadamente  someras.  No  hay 
ninguna  alusión  a los  antecedentes  médicos  del  paciente, 
sólo  una  reseña  generalizada  del  problema  en  cuestión.  No 
hay  mención  de  ningún  hallazgo  físico,  a no  ser  los  de 
prolapso  del  recto  y edema  de  las  piernas,  que  se  incluyen  en 
la  descripción  de  los  síntomas.  Oiler  se  expresa  en  términos 
de  examinar  la  enfermedad,  no  examinar  el  paciente.  El 
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diagnóstico,  disentería  o hipocondría  (que  en  aquel  tiempo 
no  implicaba  un  problema  específicamente  sicológico,  y se 
refería  a la  localización  abdominal  del  mal,  inferior  a las 
falsas  costillas),  resulta  para  nosotros  enteramente  descrip- 
tivo, no  etiológico.  Eso  sí,  la  descripción  de  los  síntomas  no 
ha  perdido  claridad  en  los  dos  siglos  que  han  transcurrido  y 
el  cuadro  clínico  resulta  identificable.  Las  causas  más  proba- 
bles serían  “sprue”  tropical  o,  asumiendo  una  etiología 
infecciosa,  disentería  amíbica  o bacilar(Shigellosis),  infesta- 
ción parasítica  severa  o (más  raro)  infección  grave  por  Giar- 
dia  ¡amblia.^  Oiler  alude  sutilmente  a uno  de  los  métodos  de 
tratamiento,  las  ayudas  o lavativas  (en  términos  modernos, 
enemas)  pues  dice  que  el  recto,  por  su  falta  de  tono,  “no 
admite  los  remedios  que  se  le  aplican”. 

Uztariz  incluye  estas  certificaciones  en  su  solicitud  de  un 
año  de  licencia,  para  regresar  a España  a recuperar  la  salud. 
En  ella  declara  que  nació  en  Nueva  España,  y que  a diciem- 
bre de  1791  llevaba  35  años  sirviendo  en  el  ejército,  habiendo 
participado  en  numerosas  campañas  y en  deberes  de  la  corte. 
Aceptó  venir  a Puerto  Rico,  “sin  pretenderlo,  persuadido  a 
que  por  ser  [cargo]  de  brigadieres  se  le  distinguiría  por  dicho 
grado,  [pero]  habiendo  tres  años  que  lo  sirve,  no  ha  conse- 
guido esta  gracia”.^  No  obstante,  dispuso  la  formación  del 
Regimiento  Fijo  de  San  Juan,  el  empedrado  de  las  calles,  el 
cobro  para  las  arcas  reales  de  167,000  pesos  en  deudas 
atrasadas  (“lo  que  le  ocasionó  muchos  enemigos  y pesadum- 
bres”) y la  visita  de  inspección  de  la  isla,  la  cual  “hizo...  casi 
moribundo”.^  La  licencia  le  fue  concedida,  y se  embarcó  en 
mayo  de  1 792  para  La  Habana,  pero  tristemente,  los  pronós- 
ticos de  Oiler  y Prieto  se  cumplieron  y Uztariz  falleció  el  8 de 
julio,  a los  cinco  días  de  haber  embarcado  en  La  Habana 
rumbo  a España.^  ^ Su  viuda,  alegando  haber  quedado  en  la 
indigencia  con  seis  hijos,  pues  “en  los  tres  años  que  disfrutó 
aquel  gobierno  [de  Puerto  Rico],  no  pudo  [su  marido]  salir 
de  los  empeños  que  contrajo  para  equiparse”,  solicitó  repeti- 
damente una  pensión  del  gobierno.*  No  encontré  evidencia 
de  que  le  haya  sido  concedida. 

Don  Francisco  de  la  Cuerda  y García,  obispo  de  San 
Juan  de  1790  a 1795  aparece  retratado  por  Campeche  con 
boato  similar  al  de  cuadro  de  Uztariz,  pero  la  figura  sedente 
del  sujeto  se  impone  en  la  tela.  Llama  la  atención  el  gesto  del 
obispo  y,  sobre  todo,  el  que  está  obviamente  sin  afeitar.  La 
gestión  pastoral  de  este  prelado  se  distinguió  por  los  des- 
acuerdos que  tuvo  con  su  cabildo  catedralicio.  Sus  quejas 
empezaron  por  el  “desentono  y gritería”  con  que  cantaba  el 
coro,  al  que  una  vez  llegó  a ordenar,  iracundo  y en  plena 
misa,  que  cesara  de  cantar  el  Gloria.  La  discordia  entre 
obispo  y cabildo  eclesiástico  se  manifestó  en  una  serie  de 
desaires  públicos  y faltas  al  ceremonial,  pero  el  conflicto 
subyacente  parece  haber  sido  de  orden  económico.  El  obispo 
estimaba  necesario  reorganizar  el  sistema  local  de  distribu- 
ción de  los  diezmos  cobrados  por  la  iglesia,  y ajustarlo  a las 
normas  legales  del  momento.  La  fórmula  en  uso  en  Puerto 
Rico,  ya  anticuada,  beneficiaba  especialmente  el  curato  de  la 
Catedral,  en  perjuicio  de  las  parroquias  de  los  pueblos,  que 
no  recibían  entonces  suficiente  asignación  de  los  diezmos 
como  para  mantener  sus  sacerdotes  o los  templos  en  que  se 
reunía  a la  congregación.’ 

El  ánimo  del  obispo  sucumbió,  y llegó  a pedir  que  le 
dejaran  renunciar.  En  su  tercera  petición  al  rey,  de  la  Cuerda 
alude  a su  salud  pobre  y acompaña  certificaciones  “de  los 
dos  únicos  médicos  de  esta  isla”.  Prieto  y Oiler.  En  efecto. 
Oiler  expide  el  siguiente  documento: 
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“Certifico  en  la  mejor  forma  que  puedo  y debo,  que  el 
señor  ilustrísimo  de  esta  diócesis,  don  Francisco  de  la 
Cuerda  y García,  desde  su  llegada  a ésta  se  halla  pade- 
ciendo varios  achaques,  que  con  lentitud  se  han  hecho 
casi  generales,  nacidos  del  temperamento  que  tan  mal  ha 
recibido  a este  señor.  Estos  mismos  achaques  continua- 
dos lo  han  puesto  en  un  estado  deplorable  y se  le  ha 
declarado  una  afección  hipocóndrica  biliosa  con  compli- 
cación de  sítnomas  de  bastante  gravedad,  como  son 
hinchazones  edematosas  en  los  pies  y diarrea  con  vLsos 
de  disentería;  enfermedad  por  cierto  de  difícil  curación 
en  este  país  y endémica  a los  europeos  (según  he  tocado 
por  la  práctica  y he  visto  en  muchas  personas,  entre 
otras  el  señor  gobernador  que  fue  de  esta  plaza,  don 
Miguel  Antonio  de  Uztariz,  y [el]  contador  de  estas 
reales  cajas,  don  Vicente  Velvis,  habiendo  el  primero 
fallecido  en  la  mar,  por  haber  retardado  en  procurar  los 
aires  nativos).  Y aunque  ha  sido  tratado  con  los  reme- 
dios más  bien  indicados  que  prescribe  la  medicina,  nada 
le  ha  sido  útil,  ni  aún  los  auxilios  de  los  aires  del  campo 
que  al  intento  le  mandé,  y ha  usado  varias  vec^  como 
tan  recomendados  por  los  autores  más  clásicos;  recurso 
que  a otras  naturalezas  menos  complicadas  ha  solido  ser 
favorable.  No  obstante,  viendo  que  a este  señor  se  le 
aumentaba  la  causa  de  su  enfermedad,  y considerarlo 
próximo  a contraer  otra  que  sin  dificultad  será  su  última 
ruina,  acompañándole  ya  una  suma  debilidad  y extenua- 
ción general,  no  he  podido  menos  que  aconsejar  a dicho 
señor  ilustrísimo  procure  cuanto  antes  disfrutar  de  los 
aires  nativos  como  a más  análogos  y propios  a su  consti- 
tución. Los  que  creo  verídicamente  podrán  serle  favora- 
bles como  llegue  a disfrutarlos  antes  que  su  radicada 
enfermedad  degenere  en  una  tisis  pulmonar,  que  es  la 
que  le  amenaza.  Y para  que  conste  donde  convenga,  doy 
la  presente  a pedimento  de  dicho  señor  ilustrisimo,  en 
Puerto  Rico  a los  17  de  marzo  de  1794.  [firmado]  Fran- 
cisco Oiler”. 

La  certificación  del  licenciado  Tomás  Prieto,  de  la  misma 
fecha,  expresa  idénticas  opiniones,  aunque  más  concisa- 
mente. La  enfermead,  como  en  el  caso  de  Lfztariz,  es  “nacida 
del  clima”.  Aparte  de  los  giros  del  lenguaje  que  nos  suenan 
ahora  peculiares  (como  “temperamento”  por  clima  y “radi- 
cada” por  arraigada),  lo  más  curioso  de  este  documento  es  la 
mención  de  tisis  pulmonar  como  resultado  de  una  enfermedad 
intestinal.  Esto  es  evidencia  de  la  fluidez  de  los  conceptos 
patológicos  y consecuencia  de  la  base  empírica  de  los  conoci- 
mientos médicos  de  la  época  (pues  procesos  debilitantes  cróni- 
cos sí  pueden  potenciar  el  desarrollo  de  tuberculosis  pulmonar 
y acabar  por  reflejar  ese  cuadro  clínico)." 

Esta  vez  no  son  los  médicos,  sino  el  propio  paciente  quien 
señala  la  clave  del  problema.  En  su  carta  al  rey,  tras  mencionar 
los  trastornos  de  su  salud,  de  la  Cuerda  confiesa  lo  que  más  le 
Tortura,  el  convencimiento  de  que  Dios  no  lo  quiere  en  ese 
I ministerio. 

! 

“la  turbación  en  que  de  mucho  tiempo  a esta  parte  está 
mi  espíritu  con  este  tan  grave  motivo,  ha  causado  en  él 
I un  miedo  tan  respetuoso,  o sea,  una  repugnancia  tan 
grande  a las  funciones  de  prelado,  que  nada  puedo 
emprender  de  entidad  sin  el  justo  recelo  de  desagradar  a 
Dios,  o porque  temo  con  razón  no  acertar  en  nada,  o 
porque  estoy  seguro  de  errar  por  el  sólo  hecho  de  intro- 
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ducirme  en  asuntos  de  que  el  Señor  me  quiere  separado. 
Esta,  entre  otras,  es  una  de  las  principales  causas  por  la 
que  estoy  enteramente  y estaré  en  una  inacción,  con  la 
que,  si  por  una  parte  evito  los  males  que  se  seguirían  de 
cualquier  providencia  mía,  pero  por  otra  tengo  que 
sentir  los  daños  espiriturales  que  por  este  motivo  experi- 
menta la  diócesis,  pues  está  como  si  no  tuviera  prelado."’ 

El  obispo  renuncia  porque  sufre  una  crisis  de  conciencia, 
no  por  los  reclamos  de  su  cabildo.  La  depresión  le  paralizaba 
para  cumplir  sus  deberes  episcopales. 

Las  peticiones  del  obispo,  las  quejas  del  cabildo  catedrali- 
cio (que  curiosamente  achacaban  el  carácter  “tétrico  y melan- 
cólico” del  prelado  a las  malas  influencias  de,  entre  otros, 
Juan  Alejo  de  Arizmendi),  y los  informes  del  gobernador 
Torralbo  (“no  parece  bueno  el  genio  de  este  prelado  y sí  algo 
belicoso,  colérico  y propenso  a la  ira  y enfado;  ...  se  le  ha 
notado  mucho  desinterés,  principalmente  en  la  Visita  pastoral 
que  acaba  de  hacer”)  convencieron  al  gobierno  central  a acep- 
tar la  renuncia  tan  .solicitada  por  todos.  De  la  Cuerda  se 
embarcó  el  14  de  marzo  de  1795  con  destino  a La  Habana  y 
desde  allí  llegó  a La  Coruña  el  23  de  junio  de  1795."*  Al  parecer 
se  recuperó  de  sus  dolencias,  pues  vivía  todavía  en  1 8 14,  en  su 
pueblo  natal.’ 

Oiler  mismo  se  hizo  retratar  por  Campeche."  Parece  que 
el  cuadro  original  se  ha  perdido,  pero  queda  uno  pintado  por 
Francisco  Oiler  (nieto  del  cirujano).  Se  supone  sea  copia  de  la 
tela  de  Campeche,  pintada  en  la  primera  década  del  siglo  19, 
como  podemos  suponer  por  la  moda  del  uniforme  de  Oiler  y el 
año  de  muerte  de  Campeche  (1809)."  El  cuadro,  al  presentar 
el  ambiente  del  cirujano  Oiler,  reproduce  casi  exactamente  la 
utilería  que  vemos  en  la  pintura  de  un  cirujano  militar  francés 
de  1803  — uniforme  (menos  vistoso  que  el  de  Oiler),  bastón, 
bicornio,  dije  colgando  de  la  cintura,  carta  en  mano  y sobre  en 
la  mesa  adyacente."  La  Orden  de  Isabel  la  Católica,  que 
ostenta  Oiler  en  la  solapa  izquierda,  no  puede  haber  estado  en 
el  cuadro  original,  si  lo  pintó  Campeche,  pues  Oiler  no  fue 
condecorado  hasta  1826."  Otra  crítica  a la  labor  de  Erasquito 
Oiler  como  copista  es  la  poca  destreza  con  que  están  pintados 
los  ojos,  que  parecen  casi  cerrados.  Sin  embargo,  ahí  esta  la 
mejor  prueba  de  la  veracidad  del  retrato,  pues  el  doctor  Oiler, 
durante  su  residencia  en  Santo  Dominto  (antes  de  1 790),  y por 
enfermedades  que  había  contraído,  perdió  un  ojo,  que  según 
el  cuadro,  sería  el  derecho."  En  señalando  los  achaques  de 
011er,  podemos  añadir  que  (al  menos  para  1813)  estaba  “muy 
sordo”." 

El  historial  médico  de  estos  personajes  pintados  por  Cam- 
peche nos  permite  apreciar  la  importancia  de  ciertos  detalles 
en  las  pinturas.  Así,  la  figura  disminuida  y de  vientre  abultado 
del  gobernador  Uztariz  refleja  el  hombre  abrumado  por  una 
disentería  que  acabará  matándolo.  El  ceño  adusto  y barbudo 
del  obispo  de  la  Cuerda  resume  su  disgusto  consigo  mismo  y 
con  otros,  y la  dejadez  en  que  lo  tiene  su  depresión.  Por  último, 
el  párpado  hundido,  y la  falta  de  contacto  visual  entre  el 
retrato  de  Oiler  y el  espectador  documentan  la  ausencia  de  un 
ojo  y el  aislamiento  del  cirujano  en  su  sordera.  Estas  inferen- 
cias no  pueden  ser  probadas  categóricamente,  y dependen  de 
la  veracidad  de  mis  fuentes  (las  certificaciones  médicas  que  he 
citado  y la  documentación  de  las  pinturas).  Aunque  es  proba- 
ble que  Oiler  y Prieto  trataran  de  servir  las  intenciones  desús 
poderosos  pacientes,  otros  documentos  corroboran  sus  dictá- 
menes médicos.  Puede  ser  que  el  retrato  original  del  doctor 
011er  no  fuera  obra  de  Campeche,  pero  ninguna  evidencia 
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respalda  esa  posibilidad.  Podemos  entonces  proponer,  como 
una  característica  más  del  estilo  de  Campeche,  lo  que  he 
llamado  su  “ojo  clínico":  la  habilidad  del  pintor  para  represen- 
tar con  exactitud  la  condición  médica  y el  estado  de  ánimo  del 
retratado. 
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THE  FACE  BLOW  REFLEX 


Manuel  (íómez-Disdier,  M.I).,  I■'.A.A.P. 

“A  baby’s  face  is  full  of  charm, 
with  lender  love  we'll  keep  him  warm. 

His  little  cheeks  we  will  caress., 
and  with  a soft  and  gentle  blow, 
his  tiny  lungs  will  surely  glow..." 


Pediatricians  in  every  day  practice  deal  constantly  with 
infants  afflicted  by  respiratory  illnes.ses  of  varying 
degrees  of  seriousness.  All  of  us  know  how  difficult  it  is  at 
times  to  perform  several  of  the  exploratory  measures,  parti- 
cularly auscultation.  An  infant  cannot  respond  to  the  com- 
mand to  take  a deep  breath.  Even  though  the  pediatrician 
might  not  expect  abnormal  findings  when  the  symptoms 
presented  are  not  related  to  the  respiratory  system,  his  exa- 
mination will  not  be  com  píete  unless  he  can  honestly  say  that 
he  listened  to  both  lung  fields  properly.  Complete  lung 
examination  becomes  extremely  important  when  the  physi- 
cian suspects  a pneumonic  process,  even  though  the  infant 
does  not  show  any  respiratory  distress,  but  he  cannot  obtain 
good  inspiratory  effort  to  elicit  important  auscultatory 
signs. 

The  auscultation  of  an  infant’s  chest  requires  patience;  it 
takes  time  and  requires  great  ability.  Many  pediatric  specia- 
lists recommend  using  a special  “dual”  stethoscope  with 
which  the  pediatrician  can  listen  to  both  lung  fields  at  the 
same  time  for  comparison.  This  “specialized”  instrument 
might  be  reasonable  for  those  in  special  clinics  or  academic 
situations,  but  it  is  impractical  in  everyday  pediatrics. 

A very  satisfactory  inspiratory  effort  can  be  elicited  in 
infants  by  utilizing  the  face  blow  reflex.  If  the  mother,  an 
assitant,  or  the  physician  himself  blows  gently  on  the  infant’s 
face  for  about  one  second,  the  infant  invariable  responds. 
When  properly  done,  the  infant  will  have  “instant  apnea” 
for  a fraction  of  a second,  followed  by  deep  inspiration.  The 
younger  the  infant,  the  easier  to  elicit  the  inspiration.  The 
method  is  particularly  effective  between  the  neonatal  period 
and  one  year  of  age.  Older  babies  have  “instant  apnea”  but 
do  not  follow  with  deep  inspiration.  A “hard  blow”  causes  a 
Moro  reflex  in  young  infants  and  a “scare”  in  older  ones, 
followed  by  crying  in  most  cases. 

Since  infant  respirations  is  mostly  superficial,  valuable 
auscultatory  signs  can  be  obtained  utilizing  the  face  blow 
reflex.  Moreover,  the  amount  of  time  needed  for  adquate 
auscultatory  evaluation  is  minimal. 


This  reflex  can  be  of  value  in  other  areas  too.  A good 
inspiratory  effort  helps  to  get  clearchest  x-rays.  Unnecessary 
repeat  x-rays  and  radiation  can  be  avoided,  minimizing  the 
infant’s  exposure  to  radiation  and  saving  technicians  and 
radiologists  time  and  expensive  material. 

Large  institutions  or  neurology  clinics  can  study  the 
value  of  the  reflex  in  neurologically  intact  infants  versus 
those  with  different  affections,  their  nature,  degree  of  invol- 
vement and  age. 

Finally,  pulmonary  function  studies  can  utilize  this  reflex 
to  obtain  data  on  an  age  group  where  sufficient  information 
is  lacking. 

A protective  reflex  has  been  described  as  a coordinated, 
purposeful  respon.se  to  the  inhalation  of  irritants,  a sneeze 
caused  by  irritation  of  the  mucous  membrane  in  the  nose,  a 
cough  brought  in  by  irritation  of  the  respiratory  passages 
beyond  the  nose.'  The  most  physiologic  stimulus  in  the  nose 
is  a stream  of  air.^  The  air  stream  causes  either  stimulation  of 
breathing’  or  depression  of  beathing  followed  by  increased 
respiratory  activity. ■*  The  direction  of  the  flow  seems  irrele- 
vant. Experiments  done  to  determine  the  sensory  part  of 
these  reflexes  indicate  that  the  trigeminal  nerve  is  the  main 
afferent  path  of  the  reflex.’ 

No  pediatric,  neurological,  pediatric-neurological  or 
pediatric  pulmonary-physiological  textbook  or  publication 
describes  the  clinical  application  of  the  face  blow  reflex. 

Pediatricians  as  well  as  other  physicians  and  pediatric 
personnel  are  encouraged  to  the  use  the  face  blow  reflex  as  a 
diagnostic  tool  or  technique. 

Resumen:  La  auscultación  de  los  campos  pulmonares  en  el 

infante  es  en  muchos  casos  difícil  y la  obtención  de  signos  de 
valor  a veces  escasa,  lo  cual  nos  ocasiona  cierta  intranquilidad 
diagnóstica  y por  consiguiente  el  manejo  más  adecuado  puede 
afectarse. 

Se  describre  un  reflejo  de  defensa  por  el  cual  obtenemos  un 
esfuerzo  inspiratorio  adecuado  que  facilita  la  aparición  de 
sonidos  pulmonares  de  valor  diagnóstico,  su  naturaleza  fisioló- 
gica es  discutida,  así  como  sus  diferentes  usos  en  el  campo  de  la 
Pediatría. 
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MPG  es  una  niña  de  12  años  de  edad  con  historial  de  soplo 
cardíaco  desde  la  edad  de  2 años.  En  su  historial 
pasado  no  hay  evidencia  de  fallo  cardíaco,  cianosis,  ni 
poliartritis  migratoria.  Solo  relata  una  incidencia  alta  de 
catarros  comunes.  La  niña  recibía  seguimiento  médico 
anual  por  su  Cardiólogo  en  un  Hospital  Regional.  En  los 
últimos  meses  visitó  su  médico  con  más  frecuencia  debido  a 
una  progresiva  disminución  a la  tolerancia  de  ejercicio,  cata- 
rros comunes  más  frecuentes,  de  mayor  duración,  y compli- 
cado con  “fatiga”.  Eue  referida  para  nuestra  evaluación  y 
recomendaciones. 

Al  examen  físico  se  apreció  una  niña  bien  desarrollada, 
delgada,  con  signos  vitales  normales.  El  PMI  se  palpaba  en  el 
5to  espacio  intercostal  izquierdo  2 cm.  lateral  a la  línea 
medioclavícular.  El  precordío  estaba  tranquilo  y no  había 
accesibilidad  ventricular.  El  soplo  era  holosistólico,  grado 
3/6,  de  timbre  suave  (“soplante”)  y alta  tonalidad  en  el  apex 
cardíaco  con  propagación  a la  axila  izquierda  y espalda.  No 
se  apreciaba  componente  diastólico,  sonidos  de  eyección,  ni 
frotes.  Los  sonidos  de  cierre  valvular  eran  normales  en 
cuanto  a su  desdoblamiento  e intensidad.  No  había  viscero- 
megalia  y los  pulsos  periféricos  eran  normales  en  todas  las 
extremidades. 

En  la  figura  1 se  aprecia  la  derivación  II  del  electrocar- 
diograma (ECG)  del  paciente  a una  velocidad  de  papel 
normal  (25  mm/sec)  y en  la  figura  2 la  misma  derivación  a 
una  velocidad  de  papel  de  50  mm/sec. 


Figura  2 


Figura  2 


El  diagnóstico  electrocardiográfico  más  probable  es: 

a)  hipertrofia  atrial  izquierda. 

b)  bloqueo  de  primer  grado. 

c)  hipocalcemia. 

d)  hipokalemia. 

e)  hipertrofia  atrial  derecha. 

Respuesta:  a)  Hipertrofia  Atrial  Izquierda 
Análisis  del  Trazado 

El  trazado  demuestra  un  ritmo  sinusal  regular,  con  fre- 
cuencia atrial  y ventricular  de  80/min.  El  intervalo  PR  es  de 
0. 16  see,  el  QRS  de  0.06  see  y el  QT  de  0.40  see.  Las  ondas  T 
son  normales  en  amplitud  y duración.  La  onda  P tiene  0.12 
see  de  duración,  y su  amplitud  es  normal.  En  su  morfología 
podemos  apreciar  una  muesca  con  una  separación  aproxi- 
mada de  0.40  see.  entre  los  picos  de  la  muesca.  En  el  trazado 
a 50mm/sec  pueden  distinguirse  mejor  los  detalles  de  la 
muesca  de  la  onda,  lo  que  le  confiere  la  configuración  carac- 
terística de  P Mitróle. 

Características  de  la  Onda  P 

El  análisis  de  la  onda  P es  importante  para  la  determina-  : 
ción  de  la  frecuencia  y ritmo  atrial  así  como  para  la  evalúa-  | 
ción  de  hipertrofia  de  estas  cámaras.  I 

Es  conveniente  recordar  que  la  onda  P es  normalmente  j 
positiva  en  las  derivaciones  I y II  y variable  en  la  III.  Es  más  | 
prominente  en  la  derivación  II,  por  lo  que  regularmente  se  j 
usa  esta  última  derivación  para  el  análisis  de  dicha  onda.  1 

En  la  derivación  aVR  la  onda  P está  normalmente  inver-  j 
tida  y en  las  derivaciones  aVL  y aVF  es  normalmente  posi- 
tiva. En  las  derivaciones  precordiales  derechas  es  usualmente  | 
positiva,  puede  ser  bifásica,  pero  desde  Vj  a V,  debe  ser 
positiva. 

En  niños  la  duración  de  la  onda  P por  lo  regular  no  excede 
los  0.10  see,  siendo  considerablemente  más  corta  en  los  neo- 
natos y en  los  infantes.  Su  amplitud  no  debe  ser  mayor  de  2.5 
mm,  y son  estos  cambios  en  amplitud  junto  con  las  variacio- 
nes en  el  contorno  de  la  onda  lo  que  nos  ayuda  en  la  determi- 
nación de  la  presencia  de  hipetrofia  atrial. 

El  poder  reconocer  electrocardiográficamente  la  presen-  i 
cia  de  hipertrofia  atrial  es  de  gran  utilidad  para  el  diagnóstico 
de  cardiopatías  específicas,  tanto  congénitas  como  adquiridas. 
Aunque  hay  una  sobreimposición  considerable  entre  lo  que 
se  considera  normal  y lo  anormal  en  la  evaluación  electrocar- 
diográfica  para  determinar  hipertrofia  atrial,  hay  ciertos  crite- 
rios que  se  aceptan  y son  de  gran  ayuda. 
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Hleclrocanliografía  Pedia  irica 

Criterios  de  Hipertrofia  Atrial  Izquierda 

Los  más  comunmente  aceptados  en  Pediatría  son  los 
siguientes:  ‘ 

— Onda  Pancha  y con  muesca.  A mayor  distancia  entre  los 
picos  separados  por  la  mue.sca,  mayor  es  la  probabilidad 
de  hipertrofia  atrial  izquierda. 

— Ondas  P bifásicas  en  las  derivaciones  precordiales  dere- 
chas con  un  componente  positivo  pequeño  y uno  nega- 
tivo ancho  y profundo. 

Como  la  deflección  de  la  onda  P es  relativamente  pequeña 
hay  ocasiones  en  que  es  útil,  para  poder  evaluar  mejor  el 
detalle  de  la  onda,  tomar  el  trazado  al  doble  de  su  amplitud 
normal  (2S)  y/o  a una  velocidad  de  papel  dos  veces  lo  conven- 
cional (50  mm/sec.). 


Situaciones  Clínicas 

La  hipertrofia  o agrandamiento  atrial  izquierdo  suele 
encontrarse  en  Pediatría  en  las  siguientes  condiciones: 

1.  Comunicación  interventricular  - cuando  el  corto  circuito 
de  izquierda  a derecha  es  mayor  de  1.5:1. 

2.  Ducto  arterioso  patente  con  cortocircuito  de  izquierda  a 
derecha  significativo. 

3.  Insuficiencia  mitral  - este  es  el  diagnóstico  anatómico  del 
caso  que  se  ha  presentado,  el  cual  fue  comprobado  por 
ecocardiografía  bidimensional  y posteriormente  por 
cineangiografía. 

4.  Estenosis  mitral. 

5.  Estenosis  aórtica  severa. 

6.  Insuficiencia  aórtica  significativa. 

7.  Miocardiopatías. 

8.  Fibroelastosis  del  endocardio. 

9.  Fallo  ventricular  izquierdo. 
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ELECTROCARDIOGRAM 
OF  THE  MONTH 

Charles  D.  Johnson,  MD 


This  18-year -old  male’s  electrocardiogram  (ECG)  revealed 
only  borderline  low  T waves  on  11-7-81.  Laboratory 
data  showed  anemia,  a serum  sodium  (Na)  of  130  meq/L 
and  potassium  (K)  of  4 meq/L.  Subsequent  ECGs,  Figures  1 
and  2,  are  illustrated  below. 


Questions 

1.  What  is  the  diagnosis? 

2.  What  are  other  manifestations  of  this  entity? 


Figura  2 


Answers 

Hypokalemia.  Acute  Promyelocytic  Leukemia  - 

M3. 

Serum  Ks  were  as  follows: 

12-13-81  -2.8  meq/L;  12-17-5, Na  121;  12-22-2;  12-23- 
2.2&2,Nanormal,C02  31.5;  12-24-8 1 - 2.7,  Na  normal,  , 
CO23O;  12-26-2.7;  12-29-3.6;  1-12-82  - 2.7;  1-15  - 3.3;  ' 
1-18-82  - 3.3  meq/L.  , 

An  ECG  from  12-22-81 , not  illustrated,  showed  a Q-T(Q-U)  . 
interval  of  0.60  S and  ST-T  wave  abnormalities.  ; 

Figure  1 (12-24-81)  reveals  sinus  bradycardia  (rate  45.5 
per  minute)  and  a Q-T  (Q-U)  interval  of  0.68  S;  small  r wave  :• 
in  V,  deep  S wave  in  Vj;  ST  segment  depression  is  present 
in  leads  1,  1 L aVF,  V,,  V4  The  T waves  are  diaphasic  or 
low;  actually  the  positive  terminal  wave  is  a large  U (1  mm 
high  lead  11,  2.2  mm  in  Vj),  into  which  the  T wave  blends,  ■ 
forming  a smooth  S on-the-side.  A small  notch  is  seen  in  the  [ 
early  portion  of  the  ST  segment.  t 

The  ECG  of  1-19-82,  Figure  2,  is  normal  except  for  the  i 
deep  S waves  in  lead  Vj.  c 

Í 

Í 

Í 


Comments 

Elec  tro  cardiogram 

The  earliest  and  most  common  electrocardiographic  fin- 
ding in  hypokalemia  is  exaggeration  or  emergence  of  U 
waves,  especially  in  leads  11,  111  and  the  midprecordium. 
Depression  of  the  St  segment  ensues,  and  there  is  lowering  or 
inversion  of  the  T waves  which  gradually  fuse  with  the 
prominent  U waves  forming  an  undulating  baseline.  Diag- 
nostic criteria  proposed  are:  U wave  > 1 mm,  U >0.5  mm  in 
lead  1 1 and  1 mm  in  V3,  T/U  ratio<  1 in  leads  11  or  V,,  and 
prominent  U waves,  that  is,  a U equal  to  or  taller  than  T in 
the  same  lead,  especially  V2.4,  regardless  of  its  actual  ampli- 
tude. The  Q-T  interval  itself  is  not  prolonged,  this  actually 
being  the  Q-U  interval.  The  P waves  later  may  be  prominent 
in  leads  11,  111,  aVF  (Pseudo  P pulmonale),  and  there  may 
be  an  increase  in  QRS  amplitude. 
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Cardiac  Arrytmias  and  Blocks 

Various  arrythmias  have  been  encountered: 

Atrial:  atrial  premature  beats,  supraventricular 
tachycardias,  atrial  flutter  and  flbrillation, 
atrial  tachycardia  with  or  without  atrioventri- 
cular (AV)  block. 

Junctional:  AV  junctional  tachycardia  or  escape  rhythms, 
reciprocal  beats  or  rhythm;  double  AV  Junc- 
tional rhythm  or  parasystole. 

Ventricular:  Premature  ventricular  beats  (PVB),  ventricu- 
lar tachycardia  (VT),  ventricular  fibrillation 
(Vf)  are  uncommon.  “Torsade  de  Pointes  is 
characteristic.”  PVBs  are  attributed  to  delayed 
and  uneven  repolarization,  and  they  may  fall  in 
vulnerable  period  of  the  T-U  complex. 

Rarely  electrical  alternans. 

Digitalis  may  assume  an  important  role  in  the  production  of 
arrythmias. 

Conduction  disturbances  can  occur,  particularly  in 
advanced  hypokalemia,  usually  manifestating  as  slight  slo- 
wing of  conduction  in  an  incompletely  repolarized  system. 
First  degree  AV  block  and  other  AV  blocks  are  rare,  as  are 
intraventricular  conduction  defects  with  slight  QRS  wide- 
ning. Broad  QRS  complexes  have  rarely  been  documented, 
and  even  complete  AV  block.  Marked  sinus  bradycardia  and 
AV  conduction  disturbances  have  transpired  after  vagal 
stimulation. 

Hypokalemia  predisposes  to  digitalis  intoxication  and  to 
increased  toxicity  of  the  antiarrythmic  drugs,  quinidine, 
procainamide  and  phenothiazines  which  also  delay  repolari- 
zation, and  thus  enhance  the  risk  of  frequent  PVBs,  VT  and 
Vf.  Hypocalcemia  counteracts  the  effect  of  hypokalemia, 
and  hypercalcemia  may  favor  hypokalemic  arrythmias. 
Increased  serum  Na  and  Ph  augment  the  electrocardiograp- 
hic changes. 

The  electrocardiographic  changes  correlate  fairly  well 
with  serum  K levels.  Typical  changes  are  seen  in  78%  of  cases 
if  the  serum  K is  2.7,  35%  if  K is  2.7-3  and  only  10%  if  the  K is 
3 - 3.5  meq/L.  Diagnostic  changes  are  usually  present  in 
advanced  hypokalemia. 

Electrophysiology  of  Hypokalemia 

Hypokalemia  affects  primarily  the  recovery  process  of 
the  cardiac  cell,  prolonging  recovery  time  and  decreasing  the 
rate  of  repolarization  which  is  delayed  and  uneven.  The 
increased  K gradient  across  the  cell  membrane  tends  to 
hyperpolarize  the  cell  in  diastole.  Arrythmias  may  result 
from  enhanced  automaticity  of  latent  pacemaker  fibers  due 
to  decreased  K conductance  and  efflux  of  K in  the  face  of  an 
influx  of  Na.  Slowing  of  conduction  favors  reentrant  arryth- 
mias.Duration  of  recovery  of  action  potential  (AP)  may 
exceed  the  duration  of  the  refractory  period  so  that  a propa- 
gated impulse  can  be  elicited  before  complete  recovery  of  the 
AP  takes  place,  and  when  the  resting  membrane  potential 
(RMP)  is  reduced  and  closer  to  the  threshold  potential,  thus 
requiring  a weaker  stimulus  for  excitation.  An  increase  in 
RMP  causes  an  increase  in  excitability  and  the  increased 
slope  of  diastolic  depolarization  favors  augmented  automa- 
ticity. Dispersion  of  the  AP  duration  in  Purkinje  and  ventri- 
cular fibers  may  facilitate  reentry  arrythmias. 
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Differential  Diagnosis 

Hypokalemia  may  be  mimicked  by  bradycardia,  left  ven- 
tricular hypertrophy,  hypertension,  myocarditis,  pericardi- 
tis, myocardial  ischemia,  cerebrovascular  accidents,  the 
hereditary  Q-T  prolongation  syndromes,  digitalis,  quini- 
dine effect,  quinidine  and  digitalis,  procainamide,  phenot- 
hiazines, severe  hypomagnesemia  (which  lowers  T amplitude 
and  depresses  the  ST  segment,  but  does  not  prolong  the  Q-T 
interval)  and  hypokalemia  plus  hypocalcemia. 

Hypokalemia  in  Leukemia 

Acute  myeloid  patients  may  frequently  (51%)  demons- 
trate hypokalemia,  attributed  in  some  studies  to  lysozymenia 
or  lysozymuria  (muramidase).  However,  there  are  several 
other  causes  for  hypokalemia  in  leukemia,  such  as  in  this 
patient  who  was  also  taking  prednisone  and  amphotericin  B. 
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Principles.  Hagerstown.  Harper  & Row.  I9S0.  pp  596-59S. 

2.  Hui  \i  ./W:  The  Heart.  New  York.  McGraw-Hill.  I9K2.  pp  270.  1602- 
1605. 

.7.  .Johnson  CD.  Caiinchi  I'M:  The  prominent  electrocardiographic  con- 
duction aspects  of  hypokalemia  in  a patient  with  periodic  paralysis. 
Am  Heart  .1  95:  .759.'  1978. 

4.  Mir  MA.  I.odha  SC:  Lysozyme  and  hypokaemia.  Postgrad  Med  .1  57; 
482.  1981. 

5.  Moradv  F.  Srheinman  MM:  Extracardiac  causes  of  arrythmias.  Part  1 1 . 
Pract  Cardiol  6:  8.7.  1980. 

6.  Nanji  AA.  Denet;ri.f:  Hypokalaemia  in  leukaemia.  Postgrad  Med  .1  57: 
482,  1981. 

7.  VanderArk  CR.  Bidlantync  /'.  Reynolds  FM:  Electrolytes  and  the  elec- 
trocardiogram. In  Complex  Electrocardiography  I.  Cardiovascular 
Clinics.  Philadelphia.  FA  Davis  5;  269.  197.7. 
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El  Problema  de  la  Telarquia 
Prematura  y el  Desarrollo 
Sexual  Precoz  en  Niñas  en 
Puerto  Rico 

El  propósito  de  esta  es  informales  que  el  problema  de  la 
telarquia  prematura  y el  desarrollo  sexual  precoz  en  las 
niñas  en  Puerto  Rico,  al  igual  que  manifestaciones  de  efectos 
estrogénicos  en  algunos  niños  varones  es  real,  preocupante  y 
puede  tener  consecuencias  serias  futuras  en  nuestros  niños  y 
pacientes. 

En  nuestra  región,  con  la  ayuda  de  la  mayoría  de  los 
pediatras  del  área  hemos  podido  evaluar  alrededor  de  tres- 
cientos cincuenta  niños  con  estos  problemas.  Para  su  infor- 
mación y para  que  conozcan  la  magnitud  del  mismo,  puedo 
informarles  que  en  lo  que  va  de  año  hemos  evaluado  más  de 
100  casos  nuevos  con  la  condición,  además  de  los  casi  tres- 
cientos que  teníamos  hasta  el  año  anterior.  Esta  cifra  es 
alarmante,  la  serie  más  grande  reportada  es  la  Mills  de  los 
Institutos  Nacionales  de  Salud  de  los  Estados  Unidos  donde 
informa  tan  sólo  40  pacientes.  Ni  tan  siquiera  en  contamina- 
ciones con  estrógenos  demostradas  en  Italia,  y el  Líbano  se 
ha  informado  de  tantos  casos. 

Como  es  de  conocimiento,  la  Dra.  Carmen  A.  Saenz 
en  San  Juan,  tiene  evaluados  también  una  cantidad 
similar  de  pacientes.  Si  a ello  añadimos  las  cifras  de  otros 
endocrinólogos  del  país,  podemos  asegurar  que  en  este 
momento  hay  más  de  1 ,000  casos  conocidos  en  Puerto  Rico. 
A ello  tendríamos  que  añadir  aquellas  niñas  y niños  que 
algunos  compañeros  le  han  indicado  a los  padres  “que  no 
tienen  nada,  que  lo  que  presentan  es  parte  de  la  epidemia  de 
los  estrógenos  y que  ello  no  tiene  importancia”.  Este  hecho 
nos  preocupa  mucho.  Nosotros  no  nos  atreveríamos  bajo 
ningún  concepto  a emitir  tal  afirmación  por  los  riesgos  de 
que  el  paciente  sea  portador  de  un  tumor,  de  un  síndrome 
endocrino,  o de  una  condición  genética  específica.  Desde  el 
punto  de  vista  médico-legal  los  riesgos  son  elevadísimos. 

La  condición,  por  lo  menos  en  nuestros  datos,  parece 
afectar  más  a unos  pueblos  que  a otros,  preocupándonos  la 
aglomeración  de  casos  en  Añasco,  Cabo  Rojo,  Lajas  y Agua- 
dilla.  En  algunos  de  estos  pueblos  hemos  visto  pacientes 
afectados  cuyos  médicos  le  han  informado  que  no  tienen 
nada,  por  lo  que  sospechamos  que  la  incidencia  de  la  condi- 
ción es  aún  mayor. 


La  causa  específica,  hasta  el  momento  es  desconocida. 
Estamos  evaluando  el  efecto  de  distintos  tipos  de  alimentos 
en  los  pacientes  afectados,  observando  en  aproximadamente 
un  60-70%  una  amplia  mejoría  de  la  condición  en  término  de 
dos  a cuatro  meses  al  cambiar  los  mismos.  Previamente, 
cuando  no  modificábamos  la  dieta,  la  mejoría,  si  ocurría 
tardaba  de  dos  a tres  años.  No  podemos  atribuirlo  en  este 
momento  a un  alimento  en  específico  ya  que  parece  ser  que 
hay  varios  envueltos,  además  de  la  posibilidad  de  algún  otro 
tipo  de  contaminación  ambiental.  Por  todo  ello,  resulta 
extremadamente  importante  que  cada  uno  de  nosotros  eva- 
lúe el  tipo  de  alimentación,  los  productos  farmacéuticos  y 
químicos  que  se  originan  en  el  área,  además  de  cualquier  tipo 
de  hormona  que  se  esté  usando  indiscriminadamente  en  la 
comunidad.  Intere.sa  en  este  momento  determinar  que  hor- 
monas se  están  empleando  para  la  maduración  y estimula- 
ción de  crecí  miento  de  algunas  frutas  en  el  area,  ya  que  se  nos 
ha  informado  algo  al  particular  y hasta  el  momento  no  hemos 
podido  determinar  cuales  son. 

A la  fecha  de  hoy  el  Departamento  de  Salud  no  ha 
informado  de  los  resultados  finales  de  las  muestras  tomadas 
hace  ya  más  de  7 meses,  y cuyos  resultados  preliminares 
demostraron  contaminación  estrogénica  en  dos  productos 
(uno  del  país  y otro  de  Mississipi).  Dicha  contaminación 
estrogénica  era  mayor  de  50  partes  por  billón, queriéndonos 
hacer  ver  un  funcionario  de  Salud  que  dicha  cifra  era  “no 
significativa”.  Si  para  estudios  de  este  tipo  el  control  posi- 
tivo que  se  utiliza  es  de  4 partes  por  billón,  como  es  posible 
que  una  cifra  12  veces  mayor  no  sea  significativa? 

Nos  preocupa  extremadamente  que  se  haya  querido 
minimizar  y ocultar  este  serio  problema  de  salud  que  afecta 
al  país.  La  mayor  parte  de  nuestras  niñas  afectadas  tienen  de 
8 meses  a tres  años  de  edad,  período  que  constituye  una  de 
las  fases  de  mayor  crecimiento  y maduración  de  múltiples 
sistemas  y órganos.  Cerca  del  50%  de  las  niñas  presentan 
quistes  significativos  de  ovario,  un  número  elevado  de  ellas 
tienen  gonadotrofinas  elevadas,  en  17  hemos  podido  docu- 
mentar una  alarmante  elevación  de  prolactina,  en  cerca  del 
80%  de  los  pacientes  hay  elevación  de  estrógenos  séricos, 
además  de  haber  alteraciones  en  la  edad  ósea  en  muchos 
pacientes.  No  se  trata  de  una  prolongación  del  proceso 
fisiológico  de  telarquia  del  recién  nacido  como  se  ha  querido 
decir  en  la  comisión  que  investiga  la  situación  para  el  Depar- 
tamento de- Salud,  ni  la  presencia  de  quistes  en  niñas  es 
normal  especialmente  cuando  tenemos  pruebas  de  que  hay 
alteraciones  hormonales  marcadas,  además  de  la  sintomato- 
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logia  clínica.  Con  conocimientos  básicos  y elementales  de 
endocrinología  y de  medicina  clínica  se  puede  ver  a leguas 
que  se  trata  de  ocultar  el  problema.  Como  medios  responsa- 
bles no  lo  podemos  permitir. 

No  es  a nosotros  a quien  nos  preocupa  el  problema.  Los 
Doctores  Alfred  Bongiovanni  de  la  Universidad  de  Pennsyl- 
vania y Robert  Blizzard  de  la  Universidad  de  Virginia,  quie- 
nes son  autoridades  reconocidas  en  el  tema,  están  altamente 
preocupados  por  la  condición  que  esta  ocurriendo  en  Puerto 
Rico.  El  problema  ha  sido  ampliamente  recogido  por  revis- 
tas médicas  de  importancia  como  la  publicación  de  nuestro 
trabajo  en  la  revista  The  I. cincel  en  Inglaterra, el  5 de  junio  de 
este  año,  el  AMA  News,  además  de  revistas  no  médicas  de 
importancia  relevante  en  su  campo,  como  la  revista  Timeáe 
los  Estados  Unidos,  New  Siciiesman  de  Inglaterra,  el  /j)s 
Angeles  Times,  además  de  próximamente  la  revista  The  New 
Yorker,  quienes  han  dedicadoartículoscompletosespeciales 
al  problema.  Nuestra  pren.sa  local  ha  sido  cauta,  pero  aún  así 
nuestras  televisoras,  programas  noticiosos  y algunos  perió- 
dicos han  enfocado  algo  de  la  situación. 

El  problema  no  es  nuevo,  ha  existido  en  el  país  por  más 
de  12  años.  Ya  a principios  de  los  años  70,  con  la  Dra.  Saenz, 
así  lo  hicimos  saber  a la  Asociación  Médica  de  Puerto  Rico. 

Las  perspectivas  futuras  de  estos  niños,  y con  gran  posi- 
bilidad adultos  también  (consideramos  alarmante  el  número 
de  casos  de  ovarios  poliquísticos  y síndrome  de  Stein  Leven- 
thal  en  mujeres  adultas),  son  inciertas.  Es  de  conocimiento  de 
todos  los  efectos  nocivos  de  los  estrógenos  nados  hace  más 
de  25  años  en  mujeres  embarazadas  con  amenaza  de  aborto, 
cuyas  hijas  (que  eran  normales  al  nacer)  desarrollaron  un 
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número  significativo  de  ellas  cancer  de  vagina  15  años  des- 
pués. Si  estas  niñas  no  presentaban  ningún  tipo  de  manifes- 
tación externa  del  estrógeno  al  nacimiento,  que  será  de  estas 
otras  que  en  una  época  de  formación  importante  tienen 
quistes,  desarrollo  mamario,  etc.  por  efecto  de  los  mismos? 
Quiera  Dios  que  nos  equivoquemos  y que  el  efecto  nocivo  ya 
no  sea  un  riesgo  a estasedades.  Nos  preocupa  que  hayan  sido 
informados  prolactinomas  inducidos  en  ratas  por  estrógenos. 

Confió  que  esta  información  sea  útil  para  el  manejo  de  sus 
pacientes,  además  de  hacerles  conscientes  de  la  situación  y 
pedirles  que  ejerzan  sus  funciones  cívicas  en  este  sentido. 


Atentamente 


Adolfo \pérez-Comas.  MD,  PhD 
Endocrinólogo  Pediátrico 
Mayagüez,  Puerto  Rico. 

Noviembre  de  1982. 

NOTA  EDITORIAL: 

Estudios  clínicos  relacionados  con  el  problema  de  pubertad  precoz  y 
quistes  ováricos  en  niñas  han  sido  publicados  en  el  Boletín  en  el  presente 
año.  Estos  son: 

1.  Saenz  C.  A.  et  a/;  Premature  Thelarche  and  Ovarían  Cyst  Probably 
Secondary  to  Estrogen  Contamination.  Bol  Asoc  Med  P Rico  74 
(2):  16,  Feb.  1982. 

2.  Perez-Comas  A:  Desarrollo  Sexual  Precoz;  Estudio  Clínico  en  la 
Región  Occidental  de  la  Isla.  Bol  Asoc  Med  P Rico  74  (9):245,  Sept. 
1982. 


NUXIMA  EXPRESION  EN  PRESTIGIO  Y EIICHKIA. 


Para  el  conductor  exigente  de  hoy... 
un  BMW  representa  la  máxima 
expresión  en  prestigio  y eficiencia. 

Para  el  consumidor  más  exigente  - para 
aquél  que  quiere  invertir  concienzuda- 
mente - para  aquél  que  desea  ser  parte 
integral  de  una  máquina  en  movi- 
miento - la  tecnología  automotriz 
pone  a su  disposición  el  BMW. 

Un  sistema  de  suspensión  único  hace 
al  conductor  de  un  BMW  "sentir"  la 


estabilidad  máxima...  y en  cuanto  a 
proteger  su  inversión,  qué  tal  si  le 
afirmamos  que  estos  automóviles 
retuvieron  77.90/odesu  precio 
original  durante  los  últimos  cinco  años 
de  acuerdo  a la  edición  de  octubre  del 
"NADA  Used-Car  Guide  1980". 

Si  todo  esto  le  intriga...  le  invitamos 
a comprobarlo  visitándonos  en 
Caribe  BMW,  importadores  y repre- 


sentantes exclusivos  para  Puerto  Rico 

de  piezas  y automóviles  directamente 
de  la  fábrica  BMW  AG 

Munich,  Alemania. 

Caribe  BMW  Inc. 

Prestigio  y Eficiencia 

Ave.  Chardón,  Hato  Rey  — 754-1850 
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C Discurso  Pronunciado  por  el  Dr,  Ulises  Clavell 
al  Tomar  Posesión  como  Presidente 
de  la  Asociación  Médica  de  Puerto  Rico 
13  de  Noviembre  de  1982 


Saludos  a Todos  y Muy  Buenas  Tardes: 

Para  orgullo  y honra  de  muchos,  y desdicha  de  los  que 
disienten,  que  gracias  a Dios  son  pocos,  hoy  he  podido  jurar 
como  Presidente  de  la  Asociación  Médica  de  Puerto  Rico,  esa 
honorable,  querida  e íntegra  organización  a la  cual  debe 
enorgullecemos  pertenecer,  la  que  alberga  en  su  seno  un 
grupo  de  médicos  que  aunque  relativamente  pocos,  son  los 
que  en  realidad  velan  por  guardar  la  salud  del  Pueblo  de 
Puerto  Rico. 

Con  orgullo  y humildad  me  dirijo  a ustedes  para  que  sean 
partícipes  de  lo  que  me  propongo  realizar  este  año  con  la 
ayuda  de  Dios  y de  ustedes. 

Hay  un  sin  número  de  escollos  que  tenemos  que  salvar,  la 
apatía,  la  falta  de  participación,  la  envidia  y hasta  la  maledi- 
cencia para  poder  llevar  a cabo  una  obra  digna  de  nuestra 
Asociación  Médica  de  Puerto  Rico.  Un  nuevo  escollo  apare- 
ció en  nuestro  camino,  y de  creación  interna,  ya  que  la  Hono- 
rable Cámara  de  Delegados  no  aprobó  presupuesto  alguno 
para  el  año  1982-83,  siendo  ésta  la  primera  vez  en  la  historia  de 
la  Asociación  Médica  que  esto  sucede. 

Confiamos  que  no  nos  ocurra  como  ha  ocurrido  en  el 
ambiente  político  partidista  del  país,  y que  podamos  remontar 
esta  barrera  inicial  a la  que  nos  hemos  de  enfrentar. 

Aunemos  esfuerzos,  cerremos  filas,  olvidemos  el  pasado  y 
en  un  abrazo  fraternal  y fuerte  confundámonos  y hagamos  la 
resolución  de  luchar  por  la  Asociación  Médica  de  Puerto  Rico 
y sólo  por  ella,  no  por  personalismos.  Que  nos  vean  unidos  y 
trabajando  al  son  de  nuestra  música,  la  salud  del  Pueblo. 

Me  propongo  aumentar  la  membresía  de  la  Asociación 
Médica  de  Puerto  Rico  en  una  forma  bizarra,  ya  que  tendría- 
mos que  llevar  a cabo  un  estudio  científico  para  poder  llegar  al 
tuétano  de  la  razón  por  la  cual  nuestra  membresía  no  se  nutre 
de  médicos  jóvenes.  No  descansaremos  intentando  llegar  a los 
médicos  no  asociados  para  tratar  de  atraerlos  a nuestra  Aso- 
ciación Médica. 

Cuando  los  abordamos,  citan  razones  para  ellos  válidas, 
pero  que  son  mal  encaminadas,  la  cuota  alta,  que  la  Asocia- 
ción Médica  no  hace  nada  por  nosotros,  que  la  Asociación 
Médica  se  olvidó  de  la  Isla,  que  la  Asociación  Médica  es  un 
grupo  de  San  Juan,  etc.  Estas  y otras  razones  son  individual- 
mente válidas,  pero  como  dije  antes,  en  conjunto  no  están 
bien  fundadas.  Para  combatirlas  no  tenemos  datos  suficientes 
y por  esas  razones  debemos  tratar  de  realizar  una  encuesta 
científica  para  poder  combatirlas  como  debe  ser. 

La  Asociación  Médica  de  Puerto  Rico  tiene  que  ser  el 
custodio  de  la  salud,  y por  ello  debe  realizar  actividades 
encaminadas  hacia  eso.  No  basta  con  participaren  programas 
de  televisión,  radio,  conferencias  de  prensa  sobre  algún  tema 
de  salud,  si  sabemos  que  dentro  de  los  médicos  hay  algunos 
que  no  practican  la  mejor  medicina.  Seamos  nosotros  los  que 


señalemos  esas  manzanas  podridas,  y a la  vez  demos  la  solu- 
ción a esos  problemas  causados  por  ellos. 

Me  propongo  establecer  una  oficina  de  información  para 
los  futuros  estudiantes  de  medicina  y los  actuales  estudiantes 
de  medicina  para  que  puedan  conocer  las  escuelas  acredita- 
das, los  requisitos  de  admisión,  y tratar  de  que  puedan  resol- 
vérseles los  diferentes  problemas  que  se  les  puedan  aparecer 
durante  sus  estudios  de  medicina. 

Le  economizaríamos  dinero  y dolores  de  cabeza  a infini- 
dad de  padres  de  familias,  el  tener  esta  información  y saber 
donde  pueden  enviar  a sus  hijos  a estudiar,  y que  sepan  que 
hay  una  Asociación  Médica  de  Puerto  Rico  que  vela  por  ellos 
desde  temprano  en  su  desarrollo. 

Me  propongo  apoyar  en  todo  lo  que  pueda  la  Egida  del 
Médico.  Es  un  proyecto  grande  que  debe  llenar  de  orgullo  y 
satisfacción  en  haber  obtenido  en  principio  la  oportunidad 
para  lograrlo,  y no  debemos  desistir  hasta  que  lo  hayamos 
logrado.  Hay  una  buena  gente  trabajando  en  ese  proyecto, 
Dr.  Fernández  y su  esposa,  la  Licenciada  Fernández,  el  Dr.  de 
Thomas,  Dr.  Martí  Nuñez  y otros.  Démosle  apoyo  y 
cooperación. 

Debemos  tratar  de  organizar  mejor  los  programas  de 
Educación  Médica  Continua,  ya  que  muchos  de  ellos  son 
concurrentes  y eso  evita  que  un  número  mayor  de  médicos 
participe. 

Debemos  establecer  fechas  y sitios.  Debemos  coordinar 
con  las  secciones  de  especialidad,  los  departamentos  de  los 
diferentes  hospitales,  asociaciones  de  distrito  y las  universida- 
des, y crear  un  programa  anual  de  ante  mano  para  que  no 
haya  esta  concurrencia  de  programas  científicos  ofrecidos  a la 
clase  médica.  Debemos  por  lo  tanto,  aunar  esfuerzos  para  que 
haya  una  mayor  participación  estableciendo  esta  forma  de 
ofrecer  los  programas  de  Educación  Médica  Continuada. 

Me  propongo  exhortar  los  médicos  a hacer  buen  uso  del 
plan  con  quien  contrata,  y tratar  de  no  defraudarlos  por 
diferentes  razones,  poco  pago,  pagos  atrasados,  etc.  Es  mejor 
no  contratar  que  defraudar  al  plan. 

No  debemos  respaldar  este  tipo  de  acción  por  los  compa- 
ñeros médicos.  Nos  proponemos  dialogar  con  los  planes  médi- 
cos prepagados  para  que  actualicen  los  honorarios  médicos. 

Debemos  rendir  los  mismos  servicios  tanto  en  la  parte 
privada,  como  en  la  parte  gubernamental,  pues  los  problemas 
de  salud  son  los  mismos. 

Debemos  recomendar  que  el  pueblo,  a través  de  los  dife- 
rentes planes  de  salud,  privados  o respaldados  por  el 
gobierno,  tengan  los  asegurados  libre  selección  de  médicos, 
hospitales  y demás  servicios  de  salud  ofrecidos  por  dichos 
planes.  Que  la  medicina  gubernamental  y privada  esté  a la 
misma  altura,  pero  que  siga  existiendo  la  libre  selección  para 
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el  asegurado  escoger  el  mejor  plan  de  salud  que  él  crea  le  llena 
sus  necesidades. 

No  creemos  que  la  salud  del  Pueblo  deba  ser  un  issue  de 
campaña  política.  Creemos  que  la  salud  del  Pueblo  es  una 
cosa  más  seria  que  un  mero  issue  de  campaña,  pero,  si  surgiere 
la  posibilidad  de  algún  cambio  favorable  por  alguna  de  las 
partes  envueltas  que  conllevara  el  mejoramiento  de  la  salud 
del  Pueblo,  queremos  ser  partícipes  de  esas  ideas  y nosotros 
tratar  de  aportar  también  nuestras  ideas  para  alcanzar  esas 
metas. 

Me  propongo  participar  activamente  en  los  issues  que 
envuelvan  la  salud  del  Pueblo  en  general,  aunque  no  nos 
pidan  opinión  oficialmente. 

Me  propongo  llevar  la  Asociación  Médica  de  Puerto  Rico 
a la  Isla  para  que  la  Isla  conozca  la  Asociación  Médica  de 
Puerto  Rico,  para  así  tratar  de  aumentar  la  participación 
activa  de  área  en  nuestra  Isla,  donde  hay  grupos  de  médicos 
que  una  vez  fueron  activos  y ahora  están  en  etapa  durmiente. 
Que  la  opinión  sea  que  la  Asociación  Médica  es  y será  de 
todos  los  médicos  y para  todos  los  médicos. 

Le  pido  indulgencia  a mis  hijos  María  Inés,  Ana  Lourdes  y 
Ulises  Antonio  durante  este  año  para  poder  cumplir  con  la 
tarea  a la  cual  nos  hemos  ofrecido  mamá  y yo. 

Les  presento  la  Junta  de  Gobierno  que  me  ayudará  con 
mis  funciones,  parte  de  ella  todavía  debe  ser  ratificada  por  la 
Honorable  Cámara  de  Delegados. 
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NOTA  BIOGRAFICA 

Nació  el  Dr.  Ulises  M.  Clavell  Mayoral  en  la  Ciudad  de  Ponce,  Puerto  Rico. 
Está  casado  con  María  A.  Fontanez  y de  este  matrimonio  nacieron  tres  hijos, 
María  Inés,  Ana  Lourdes  y Ulises  Antonio. 

Obtuvo  el  doctor  Clavell  su  Bachillerato  en  Artes  en  el  Instituto  Politécnico  de 
Puerto  Rico  en  mayo  de  1954.  Se  graduó  de  la  Universidad  de  Salamanca, 
España  en  febrero  de  1962  obteniendo  la  Licenciatura  en  Medicina  y Cirugía. 

Realizó  su  Internado  en  el  Hospital  de  Distrito  de  Ponce  desde  abril  de  1962- 
1963  y luego  comenzó  a trabajar  en  el  Hospital  Municipal  Tricoche  en  el 
Departamento  de  Obstetricia  y Ginecología  hasta  1965. 

Más  adelante  regresó  el  doctor  Clavell  al  Hospital  de  Distrito  de  Ponce  donde 
hizo  la  Residencia  en  Obstetricia  y Ginecología  durante  los  años  1965-1968.  En 
marzo  de  1972  lo  nombraron  Director  Médico  de  ese  Hospital. 

Ha  tomado  cursos  especializados  en  Ginecología  Oncológica  y en  “Fetal 
Monitoring”.  En  1978  en  la  ciudad  de  New  York  participó  en  el  “Health 
Education  and  Welfare  Seminar”  y en  1982  en  el  “Leadership  Seminar”  en 
Chicago,  Illinois. 

Ha  sido  el  doctor  Clavell  miembro  del  Tribunal  Examinador  de  Médicos  por 
varios  años,  de  la  Asociación  de  Profesionales,  y de  la  Junta  Asesora  del  “Home 
Care  Program”  del  Hospital  Dr.  Pila.  A su  vez  de  agrupaciones  cívico-sociales, 
tales  como  la  Fraternidad  Nu-Sigma  Beta  y del  Club  Kiwuani  de  Ponce. 

Se  le  han  otorgado  varios  reconocimientos,  entre  ellos; 

— Ejecutivo  Distinguido  del  Año  - 1981-82 

— Reconocimiento  Anual  como  Director  Médico  del  Hospital  de  Distrito  de 
Ponce  - 1980 

— Le  dedicaron  la  Convención  Semi-Anual  de  la  Sociedad  Médica  Distrito 

Sur  y de  la  Academia  Médica  del  Sur  en  1982. 

En  la  Asociación  Médica  de  Puerto  Rico  se  ha  desempeñado  en  varios  puestos, 
entre  los  cuales  podemos  mencionar;  Presidente  del  Comité  de  Etica,  Presidente 
de  la  Sociedad  Médica  Distrito  Sur,  Presidente  de  la  Cámara  de  Delegados  y 
actualmente  Presidente  de  la  Organización. 
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REOPERACION  PARA  ESTENOSIS  PULMONAR  O 
INSUFICIENCIA  LUEGO  DE  REPARACION  TOTAL 
DE  LA  TETRALOGIA  DE  FALLOT:  Ebert  P Am  J 
Cardiol  1982.  50:637 


Este  estudio  del  Departamento  de  Cirugía  de  la  Escuela  de 
Medicina  de  la  Universidad  de  California  en  San  Francisco 
informa  su  experiencia  de  1 3 años  en  24  pacientes  con  Tetralo- 
gía de  Fallot  (T/F)  reparada  que  posteriormente  requirieron 
reoperación  por  estenosis  o insuficiencia  pulmonar  residual. 
El  intérvalo  entre  los  dos  procedimientos  varió  desde  1 a 21 
años.  Quince  pacientes  fueron  reoperados  por  estenosis  pul- 
monar residual  (de  los  cuales  5 requirieron  implantación  de 
una  válvula  prostética),  nueve  por  insuficiencia  pulmonar  sig- 
nificativa y todos  requirieron  reemplazo  valvular.  Trece  de  los 
24  (54%)  tenían  signos  clínicos  preoperatorios  de  insuficiencia 
tricuspídea  progresiva  la  cual  es  una  complicación  seria  en 
estos  casos. 

Luego  de  resolver  la  estenosis,  se  produjo  una  mejoría 
clínica  en  todos.  No  se  sabe  cuánto  debe  durar  la  misma,  así 
como  tampoco  si  habrá  mejoría  de  la  función  ventricular 
derecha.  La  sobrevivencia  del  estudio  fue  de  100%. 

El  estudio  indica  que  los  pacientes  con  T/F  reparada  que 
quedan  con  soplos  residuales  deben  seguirse  periódicamente, 
ya  que  es  probable  que  con  el  tiempo  aumente  el  número  de 
ellos  que  tienen  síntomas  debido  a estenosis  o insuficiencia 
pulmonar  residual. 

Rafael  Villavicencio,  M.D. 


CALCIFICACION  EN  METASTASIS  PULMONARES. 
Charles  W.  Maile  et  al.  British  Journal  of  Radio- 
logy, 55:  108-113,  Feb.  1982. 


Una  gran  variedad  de  malignidades  puede  producir  metas- 
tasis pulmonares  calcificadas,  haciendo  notar  los  autores  de 
este  artículo  que  los  adenocarcinomas  papilares  y mucinosos 
de  la  tiroides,  el  ovario  y el  tracto  gastrointestinal  son  los  tipos 
histológicos  más  comunes  como  causa  de  depósitos  metastáti- 
cos  con  clacificación.  La  calcificación  distrófica  en  una  metas- 
tasis necrótica  puede  verse  ocasionalmente  luego  de  trata- 


miento radioterapéutico,  y varios  sarcomas  tales  como  el 
osteogénico  y los  condrosarcomas  pueden  producir  calcifica- 
ción y/u  osificación  en  sus  metastasis  al  pulmón. 

Bernardo  J.  Marques,  M.D. 


SENSACION  DE  “UNA  MASA  EN  LA  GARGANTA”  - 
PENSAMIENTO  Y EXPERIENCIAS  DE  UN  RADIO- 
LOGO: G.M.  Ardran,  Journal  Roval  Soc.  of  Medicine 
75:  242-244,  Apr.  1982. 

El  examen  radiológico  de  sobre  300  pacientes  quejándose 
de  sentir  una  “sensación  de  una  masa”  en  sus  gargantas  y 
dificultad  al  tragar,  pero  en  los  cuales  una  masa  no  era  visible 
al  exámen  físico,  mostró  que  en  la  mayoría  de  estos  pacientes 
no  había  anormalidad  alguna  en  la  región  cervical,  es  decir, 
superior  a la  entrada  del  tórax.  El  esofagograma  no  mostró 
anormalidad  alguna  en  el  esófago  en  una  tercera  parte  de  estos 
pacientes,  mientras  que  mostró  reflujo  gastro-esofágico  con  o 
sin  hernia  de  hiato  en  otra  tercera  parte  y una  demora  en  la 
propulsión  del  bolo  líquido  en  la  posición  horizontal  en  la  otra 
tercera  parte.  Este  reflujo  y la  demora  en  propulsión  del  bolo 
ocurrió  o espontáneamente  o fue  inducida  por  la  ingestión  de 
ácido  clorídrico  del  mismo  pH  del  jugo  gástrico. 

Bernardo  J.  Marqués,  M.D. 


THE  PATOPHYSIOLOGY  OF  STROKE:  A REVIEW 
WITH  MOLECULAR  CONSIDERATIONS.  ShaUer, 
CA,  Jacques,  S,  Shelden,  HC,  Department  of  Neurosur- 
gery, Huntington  Memorial  Hospital  and  Huntington  Ins- 
titute of  Applied  Medical  Research,  Pasadena,  California, 
Surgical  Neurol.  1980,  14:433. 


In  this  article  the  authors  discuss  several  very  important 
practical  aspects  involving  the  pathophysiology  of  stroke.  Our 
preoccupation  with  patients  who  suffer  a stroke  which  results 
in  a neurological  deficit  is  whether  or  not  recovery  will  take 
place. 

We  have  all  seen  patients  recover  function  fully  orpartially 
after  a cerebrovascular  accident.  All  our  efforts  have  been  to 
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restore  as  much  circulation  as  possible  to  the  affected  area  of 
the  brain,  most  of  the  efforts  being  ineffectual. 

However,  with  the  recent  success  in  micro-anastomosis  of 
cerebral  vessels,  definite  increases  in  cerebral  blood  flow  have 
been  accomplished. 

Clinically  some  reversal  in  neurological  deficits  has  been 
observed  after  these  procedures.  In  one  instance  the  authors 
report  a case  of  reversal  of  a visual  field  defect  which  was 
present  for  seven  years. 

The  explanation  for  this  phenomenon  is  a concept  of  an 
“ischemic  duality”  during  which  neurons  about  an  infarct 
structurally  intact  but  functionally  inactive.  The  increase  in 
circulation  with  the  return  of  essential  nutrients  in  luxurious 
amounts  to  these  critical  neurons  results  in  a revival  of  neu- 
rophysiological activity  which  clinically  is  observed  in  impro- 
ved neurological  function. 

Nathan  Rifkinson,  M.D. 


DEFICIENCY  OF  FAT-SOLUBLE  VITAMINS  IN 
TREATED  PATIENTS  WITH  PANCREATIC  INSU- 
FFICIENCY. Dutta,  SK,  Bustin,  MP,  Russell  RM  et  al. 
Annals  Int.  Med.  1982.  97:549:552. 


Pacientes  con  in,suficiencia  de  la  función  exocrina  están  a 
riesgo  de  desarrollar  deficiencias  de  las  vitaminas  solubles  en 
grasa  (A.D.E.K)  debido  a la  malabsorciónm  de  grasa.  La 
terapia  con  extractos  pancreáticos  con  frecuencia  mejora  pero 
no  corrige  completamente  la  malabsorción.  Estos  autores  eva- 
luaron a 15  pacientes  con  insuficiencia  pancreática  debida  a 
pancreatitis  crónica  por  alcohol.  Entre  los  hallazgos  del  estu- 
dio reportan  que:  1 ) 7 de  15  tuvieron  niveles  bajos  de  vitamina 
A y 5 de  7 tenían  una  adaptación  anormal  de  la  visión  en  la 
obscuridad;  2)  10  tuvieron  niveles  de  vitamina  D bajos  y uno 
de  ellos  tenía  disminución  de  la  densidad  del  hueso  cortical;  3) 
10  tuvieron  niveles  bajos  de  vitamina  E;4)  2 pacientes  tuvieron 
prolongación  del  tiempo  de  protrombina;  5)  tratamiento  con 
suplementos  de  vitaminas  corrigieron  las  deficiencias.  Algu- 
nos pacientes  tenían  deficiencias  de  varias  vitaminas.  Los 
autores  mencionan  que  estas  deficiencias  son  más  comunes 
que  lo  reportado  y que  se  debe  evaluar  para  ello  a los  pacientes 
con  insuficiencia  pancreática. 

Angel  Olazabal,  M.D. 

FALSE-POSITIVE  STOOL  OCCULT  BLOOD 
TESTS  CAUSED  BY  IRON  PREPARATIONS.  Lifton, 

LJ  and  Kreiser,  J.  Gastroenterology  1982:  860-3. 


La  evaluación  de  una  muestra  de  excreta  para  “sangre 
oculta”  se  ha  recomendado  como  una  prueba  de  rastreo  para 
tumor  en  el  aparato  digestivo.  Los  autores  evaluaron  si  la 
ingestión  de  hierro  causaba  resultados  falsamente  positivos  en 
dos  métodos  de  determinación  de  sangre  oculta  en  excreta. 
Evaluaron  las  excretas  de  10  voluntarios  normales  con  tarjetas 
Hemoccult  y con  tabletas  Hematest.  La  positividad  de  las 
pruebas  subió  de  cero  durante  el  período  de  control  hasta  un 
65  porciento  durante  el  uso  de  hierro  (sulfato  ferroso  o gluco- 
nato  ferroso).  Además  hicieron  determinaciones  in  vitro  y 
documentaron  que  las  preparaciones  de  hierro  producían  que 
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las  tarjetas  de  Hemoccult  cambiaran  a una  reacción  positiva. 
Comentan  los  autores  que  hay  que  tener  e,stos  resultados  en 
mente  cuando  se  interpretan  pruebas  de  sangre  oculta  en 
pacientes  que  han  estado  tomando  preparaciones  que  contie- 
nen hierro. 

Angel  Olazabal,  M.D. 


STAPHYLOCOCCUS  EPIDERMIDIS:  AN  INCREA- 
SING CAUSE  OF  INFECTION  IN  PATIENTS  WITH 
GRANULOCYTOPENIA.  Wade  JC,  Schimpff  SC,  New- 
man KA.  Wiemik  PH.  Ann  Inter  Med  1982;  97:503-508. 

Staphylococcus  epidermidis  (SE)  is  a major  component  of 
skin  flora  and  is  usually  considered  a contaminant  when  reco- 
vered from  diagnostic  cultures.  Infections  due  to  SE  before 
1977  at  the  Maryland  Cancer  Center  occured  at  a rate  of  2.0 
per  1000  days  of  hospitalization  in  patients  with  acute  leuke- 
mia. In  1979  these  infections  increased  to  14.6  per  1 000 days  of 
hospitalization.  SE  infections  before  1977  originated  from 
skin  sites.  Since  1977  infections  have  originated  mainly  from 
the  respiratory  tract  and  alimentary  canal.  Predisposing  fac- 
tors have  been  profound  granulocytopenia  ( < 100/ul),  a diag- 
nosis of  acute  leukemia  and  an  oral  antibiotic  regime  lacking 
Vancomycin.  No  nosocomial  source  was  detected.  Methicillin 
resistance  was  40%.  Intravenous  Vancomycin  is  the  therapy  of 
choice  for  this  infection.  Diagnostic  cultures  positive  for  SE  in 
the  presence  of  infection  and  profound  granulocytopenia 
warrants  the  use  of  intravenous  Vancomycin. 

Ramón  H.  Bermudez,  M.D. 


LA  EFICACIA  DE  LA  INHALACION  DE  ISOPRO- 
TERENOL EN  PREDECIR  LA  RESPUESTA  A TEO- 
FILINA  ORAL  EN  E.O.P.C.  Dull  W,  et  al.  Am  Rev  Resp 
D¡s  ; 126(4):65. 

Antes  de  comenzar  la  terapia  broncodilatadora  muchos 
médicos  miden  la  respuesta  del  paciente  a la  medicación  a 
usarse,  usando  la  vía  subcutánea  o la  vía  inhalatoria.  El  razo- 
namiento para  esta  prueba  reside  en  que  cierto  grado  de 
reversibilidad  implica  que  la  terapia  broncodilatadora  será 
beneficiosa. 

Los  autores  quisieron  en  este  estudio  determinar  la  eficacia 
de  la  inhalación  de  isoproterenol  en  predecir  la  respuesta  a la 
teofilina  oral  con  pacientes  con  E.O.P.C. 

El  estudio  consistió  en  40  pacientes  de  E.O.P.C.  divididos 
en  dos  grupos  al  azar  y de  una  manera  doblemente  ciega,  un 
grupo  usaba  teofilina  oral  con  niveles  dentro  de  los  límites 
terapéuticos  y el  otro  usaba  placebo.  Los  pacientes  se  siguie- 
ron por  dos  períodos  de  cuatro  semanas  cada  uno.  Al  final  de 
cada  cual,  se  le  hacían  funciones  pulmonares  antes  y 15  minu- 
tos después  de  la  inhalación  con  Isoproterenol. 

Los  autores  dividieron  el  total  de  pacientes  en  dos  catego- 
rías, A y B dependiendo  de  su  FEV  1,  antes  y después  de 
Isoproterenol. 

Determinando  la  sensitividad  y la  especificidad  se  deter- 
minó la  eficacia  de  la  prueba. 

Según  estos  parámetros  se  encontró  que  la  eficacia  de  la 
inhalación  de  isoproterenol  en  predecir  mejoría  subjetiva  en 


405 


Resúmenes  de  ¡a  l.ileralura  Medica 

pacientes  con  E.O.P.C.  era  pobre,  pero  que  por  el  contrario  su 
eficacia  en  predecir  mejoría  objetiva  medida  por  el  aumento 
en  el  FEV  1,  era  alta. 

En  sus  comentarios  finales  los  autores  señalan  lo  ideal  de 
que  los  clínicos  puedan  probar  en  cada  paciente  la  respuesta  a 
una  medicación  antes  de  recetarla  para  evitar  asi  gastos  y 
efectos  secundarios  innecesarios. 

Nuestro  comentario  con  respecto  a este  artículo,  es  que 
debe  de  ser  leído  cuidadosamente  por  todo  aquel  que  pres- 
criba broncodilatadores  sobre  todo  porque  ofrece  una  infor- 
mación general  muy  interesante. 

Ramón  E.  Figueroa  Lebrón,  M.D.,  F.C.C.P. 

ESTUDIOS  DE  CONDUCCIONES  SURALES  Y 
RESPUESTAS  TARDIAS:  UTILIDAD  EN  PACIEN- 
TES CON  FALLO  RENAL  CRONICO:  Ackil  AA,  Sha- 
hani  BT,  Young  RR,  v Rubin  NE.  Arch  Neurol  38:482-485, 
1981. 

Se  usaron  respuesta  tardía  (reflejo  H y respuesta  F)  y 
estudios  de  la  conducción  sural,  además  de  conducciones 
motoras  y sensoriales  para  detectar  neuropatías  periféricas  en 
30  pacientes  seleccionados  al  azar,  con  fallo  renal  crónico  (18 
recibiendo  hemodiálisis),  uno  de  los  cuales  no  tenía  evidencia 
clínica  de  neuropatías  periféricas;  30  sujetos  control  pareados 
por  edad  también  fueron  estudiados.  Estudios  de  conduccio- 
nes nerviosas  convencionales  (mediano,  ulnar,  peroneal  y 
tibial)  y sensoriales  (mediano  y ulnar)  mostraron  anormalida- 
des en  la  conducción  motora  en  25  (83%)  y en  la  conducción 
señorial  en  26  (87%)  de  los  pacientes.  Anormalidades  de  la 
conducción  del  nervio  sural  y de  respuestas  tardías  estaban 
presentes  en  todos  los  30  pacientes.  Cinco  pacientes  ( 1 7%)  que 
tenían  conducción  motora  de  rutina  normal,  mostraron  anor- 
malidades electrofisiológicas  eran  significativamente  más  evi- 
dentes en  las  extremidades  inferiores.  Estudios  de  respuesta 
tardía  y conducción  sural,  además  de  mejorar  el  diagnóstico, 
proveen  un  método  a través  del  cual  los  efectos  de  la  diálisis  y 
el  manejo  médico  podrán  ser  seguidos  cuantitativamente. 

Manuel  Naredo.  M.D. 


Val.  74  Núm  12 

EMU  DE  SUPERFICIE  DE  ALTA  TENSION.  Pollack. 
V.  Am  .1  Phys  Med  60:76-83,  1981. 


Las  relaciones  entre  varios  parámetros  de  EMG  (frecuen- 
cia del  pico,  EMG  integrados,  EMG  de  raíces  de  medios 
cuadrados)  con  grabaciones  de  superficie  en  sujetos  normales 
y la  tensión  muscularresultante,  fueron  estudiadas.  Se  asumie- 
ron contracciones  isométricas  y condiciones  estáticas.  Cuando 
se  asume  solamente  que  unidades  motoras  que  pertenecen  al 
tipo  sencillo  de  unidades  motoras  (lenta,  intermedia  o rápida) 
están  presentes,  la  tensión  muscular  generada  es  proporcional 
a la  expresión  extrapolar  del  patrón  de  EíMG  de  baja  interfe- 
rencia. La  proporcionalidad  entre  la  tensión  y la  frecuencia  de 
pico  se  obtiene  si  la  tensión  de  contracción  de  las  unidades 
motoras  recientemente  reclutadas  aumenta  según  avanza  el 
reclutamiento.  La  proporcionalidad  entre  la  tensión  y el  EMG 
de  raíces  de  medios  cuadrados  .se  obtiene  si  la  contracción  de  la 
unidad  motora  nuevamente  reclutada  aumenta  aproximada- 
mente proporcional  con  la  tensión.  La  relación  entre  fuerza  v 
los  parámetros  de  EMG  cambia  en  la  región  de  mayor  fuerza 
voluntaria  donde  todas  las  unidades  motoras  disponibles 
están  reclutadas  y el  único  mecanismo  para  controlar  la  fuerza 
es  la  frecuencia  de  disparo.  A niveles  de  interferencia  altos, 
EMG  integrados  y de  raíces  de  medios  cuadrados  son  intrínsi- 
camente  proporcionales  el  uno  hacia  el  otro. 

Manuel  Naredo,  M.D. 
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requirement  for  a claim  of  malicious  prospecution,  the  court 
concluded.  Dismissal  of  the  negligence  and  abuse  of  process 
claims  was  affirmed,  and  the  remand  of  the  malicious  prosecu- 
tion claim  was  reversed.  - Friedman  v.  Dozorc,  312  N.W.  2d  585 
(Mich.  Sup.  Ct.,  Nov.  23,  1981). 


NO  NEGLIGENCE  BY  SURGEON 
IN  PATIENT’S  LAMINECTOMY 


MICHIGAN  SUPREME  COURT  DECIDES 
AGAINST  PHYSICIAN  IN  COUNTERSUIT 


A physician  had  no  cause  of  action  in  a countersuit  against 
two  attorneys  on  grounds  of  negligence,  abuse  of  process  and 
malicious  prosecution,  the  Michigan  Supreme  Court  ruled. 

A patient  entered  a hospital  in  May  1970,  for  treatmen  of 
gynecological  problems.  Her  physician  performed  a dilation 
and  curettage  and  referred  her  to  another  physician  for  a 
urological  consultation.  He  recommended  removal  of  a kid- 
ney stone  that  was  too  large  to  pass,  and  the  operation  was 
performed  on  May  20,  1970.  During  the  operation,  she  began 
to  bleed  uncontrollably.  Although  other  physicians  were  con- 
sulted, her  condition  continued  to  worsen,  and  she  died  five 
days  after  the  surgery.  An  autopsy  disclosed  the  cause  of  death 
as  thrombotic  thrombocytopenic  purpura,  a rare  and  uni- 
formly fatal  blood  disease. 

A malpractice  suit  was  filed  against  the  physician  who 
removed  the  kidney  stone  and  others.  At  trial  no  expert  testi- 
mony was  introduced  to  whow  negligence  by  the  physician  in 
deciding  to  perform  the  surgery  or  in  performing  it.  A judge 
directed  a verdict  of  no  cause  of  action  in  favor  of  the 
physician. 

In  a countersuit  against  the  attorneys  who  filed  the  suit 
against  him,  the  physician  claimed  he  had  endured  grievous 
damages  because  of  their  negligence,  malicious  prosecution 
and  abuse  of  process.  A trial  court  dismissed  the  physician’s 
countersuit,  but  an  appellate  court  reversed  dismissal  of  the 
claim  based  on  malicious  prosecution. 

On  appeal,  the  Michigan  Supreme  Court  said  that  the 
physician  had  no  claim  against  the  attorneys  based  on  negli- 
gence because  an  attorney  owes  no  duty  of  care  to  an  adverse 
party  in  litigation.  To  create  a duty  in  favor  of  the  adversary  of 
an  attorney’s  client  would  be  an  unacceptable  conflict  of  inte- 
rest, the  court  said.  There  was  no  improper  use  of  the  legal 
process  by  the  attorneys  that  would  support  the  claim  for 
abuse  of  process,  the  court  said. 

Moreover,  the  physician  had  no  claim  for  malicious  prose- 
cution because  he  did  not  allege  any  special  injury.  A special 
injury,  such  as  interference  with  his  person  or  property,  was  a 


A physician  is  not  liable  for  an  error  of  judgment  where 
there  is  a reasonable  doubt  or  difference  of  opinion  regarding 
a patient’s  condition  or  the  proper  treatment  and  the  physi- 
cian acts  with  reasonable  care,  an  Oregon  appellate  court 
ruled. 

A surgeon  performed  a laminectomy  to  remove  a hernia- 
ted disc  from  a patient’s  neck  area.  Immediately  after  the 
surgery,  the  patient  could  not  move  his  hands  and  had  only 
slight  control  over  his  arms.  The  condition  persisted  with  only 
slight  improvement. 

In  a suit  for  malpractice,  the  patient  contended  that  his 
spinal  cord  was  damaged  because  of  the  position  in  which  he 
was  placed  during  the  operation.  A physician  testifying  for  the 
patient  said  that  an  X-ray  taken  during  the  operation  showed 
that  the  patient  was  placed  in  a position  of  excessive  flexion, 
resulting  in  interference  with  the  blood  supply  to  the  artries  in 
the  area  for  sufficient  time  to  damage  the  nerve  cells. 

A physician  testifying  for  the  surgeon  said  that  the  X-ray 
in  question  was  taken  from  an  unussual  angle  and  did  not 
show  the  degree  of  angulation  with  certainty,  he  felt  that  the 
patient’s  neck  was  correctly  flexed  during  the  operation.  He 
agreed  that  the  patient’s  paralysis  was  due  to  vascular  impair- 
ment but  attributed  this  to  an  anatomical  variation  of  artries 
in  the  damaged  area. 

The  jury  decided  for  the  physician,  and  the  patient  appea- 
led. The  patient  contended,  among  other  things,  that  the  trial 
court  erred  in  instructing  the  jury  that  an  honest  error  in 
judgment  or  an  action  in  good  faith  was  not  negligence.  He 
contended  that  the  instruction  should  have  been  that  a physi- 
cian was  not  liable  for  an  error  in  judgment  only  when  there 
was  reasonable  doubt  as  to  the  nature  of  the  physical  condi- 
tion or  the  proper  course  to  be  followed.  The  court  had 
instructed  the  jury  to  determine  whether  the  physician  had 
used  the  degree  of  skill,  care,  and  diligence  that  would  have 
been  used  by  the  ordinary,  prudent,  skillful  neurosurgeon  in 
the  same  or  similar  community. 

The  patient  also  claimed  error  in  instructing  the  jury  that  a 
physician  was  not  a guarantor  of  the  results  of  his  treatment. 
The  court  pointed  out  that  under  state  law  a physician  was  not 
a warrantor  of  cures  but  that  the  instruction  did  not  imply  that 
a physician  did  not  guarantee  the  quality  of  his  care.  - Roach  v. 
Hockey,  634  P.  2d  249  (Ore.  Ct.  of  App.,  Aug.  31,  1981). 
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cal  records  was  served  on  a physician.  He  was  the  sole  stock- 
holder and  the  sole  professional  employee  of  the  professional 
corporation.  He  moved  to  quash  the  subpena  on  grounds  that 
enforcing  it  w'ould  violate  his  Fifth  Amendment  rights. 

Since  the  privilege  against  self-incrimination  was  a perso- 
nal one,  it  could  not  be  utilized  by  a corporation,  the  court 
said.  The  physician  argued  that  professional  corporations 
were  different  from  regular  business  corporations  because 
every  aspect  of  the  medical  profession  involved  privacy  and 
personal  relationships.  The  court  rejected  that  argument, 
saying  that  the  physician  could  not  choose  to  disregard  the 
corporate  entity  in  situations  where  it  worked  to  his  apparent 
disadvantage. 

The  court  denied  the  motion  to  quash  the  subpena.  - In  re 
A.V.  Jellen.  P.C..  521  F.  Supp.  251  (D.C.,  W.  Va.,  Aug.  24, 
1981). 


PHYSICIANS  CAN  BE  SUED  FOR  CONTRIBUTORY 
NEGLIGENCE  IN  WORK-RELATED  DEATHS 

According  to  a recent  federal  court  ruling,  Louisiana  com- 
panies which  have  paid  for  damages  in  a workman’s  death  can 
now  sue  a doctor  accused  of  malpractice  in  the  case  in  order  to 
force  him  to  pay  a part  of  the  damages. 

TTie  5th  U.S.  Circuit  of  Appeals  on  Sept.  16  ordered  a state 
district  court  to  consider  claims  by  two  companies  which  had 
made  an  out-of-court  settlement  in  the  death  of  an  off-shore 
oil  worker. 

The  worker  had  been  cleaning  out  a mud  tank  on  a rig 
owned  by  Diamond  M Drilling  Co.  He  was  injured  and  died 
six  days  later.  His  widow  subsequently  sued  both  Diamond  M 
and  the  manufacturer  of  the  tank,  Halliburton  Co.  The  two 
companies  paid  out  $300,000  in  a pre-trial  settlement,  but  then 
sued  the  attending  doctor  in  the  case,  charging  that  the  worker 
died  due  to  failure  on  the  physician’s  part  to  properly  diagnose 
a fractured  skull  and  meningitis. 

The  two  companies  originally  sued  to  recover  from  the 
physician  the  entire  amount  of  the  settlement;  this,  however, 
was  denied  by  the  trial  court.  The  appellate  court  upheld  that 
decision,  stating  “It  is  important  to  note  that  Diamond  M and 
Halliburton’s  liability  to  th  original  plaintiff  stemmed  from 
their  own  negligence”. 

However,  at  the  «^ame  time  the  appeals  court  said  that 
recent  state  supreme  court  rulings  allowed  the  two  companies 
to  sue  the  physician  for  negligence  in  contributing  to  the 
worker’s  death. 


FLU  VACCINE  MANUFACTURER 
NOT  LIABLE  TO  PATIENT 

The  manufacturer  of  a flu  vaccine  was  not  liable  to  a 
patient  who  suffered  Guillain-Barre  Syndrome,  a federal  appe- 
llate court  in  Virginia  ruled. 

In  the  spring  of  1976,  the  patient  suffered  an  attack  of 
influenza  with  bronchitis.  After  that  attack  she  resolved  to  get 
a flu  vaccination  the  next  fall.  She  returned  to  her  physician  on 
September  23,  1976,  and  received  a half-dose  of  a flu  vaccine. 

She  returned  on  October  27,  1976,  for  the  second  half-dose  of 
the  vaccine. 

Shortly  after  the  second  injection,  she  began  to  experience 
neurological  symptoms.  She  returned  to  the  physician  on 
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November  4,  1974,  complaining  of  aching,  numbness  in  her 
fingers  and  hands,  dizziness  and  insomnia.  The  physician 
concluded  that  whe  was  experiencing  acute  labyrinthitis  and 
generalized  osteoarthritis.  The  patient  was  subsequently 
admitted  to  the  hospital,  where  she  was  diagnosed  as  having 
GBS.  The  patient  filed  suit  against  the  manufacturer  of  the  flu 
vaccine,  claiming  that  it  had  not  warned  of  the  risk  of  GBS 
associated  with  flu  vaccines.  After  pretrial  discovery,  the 
manufacturer  moved  for  summary  judgment  on  the  ground 
that  its  failure  to  warn  was  not  the  cause  of  the  patient’s  illness. 
A trial  court  granted  the  motion  and  the  patient  appealed. 

Affirming  the  decision,  the  appellate  court  said  that  the 
physician  stated  in  a deposition  that  he  knew  of  the  risk  of 
GBS  but  that  it  was  not  his  practice  to  advise  patients  of  that 
warning.  The  patient  therefore  failed  to  show  that  the  manu- 
facturer’s failure  to  warn  was  the  cause  of  her  injury.  The 
manufacturer’s  failure  to  warn  was  the  cause  of  her  injury.  The 
manufacturer  had  no  duty  to  warn  the  patient  directly,  the 
court  said  in  distinguishing  cases  involving  mass  immuniza- 
tion programs  and  the  absence  of  a physician-patient  rela- 
tionship. - Stanback  v.  Parke.  Davis  and  Company,  657  F.2d 
642  (C.A.4,  Va.,  Aug.  27,  1981). 


GUILLAIN  BARRE  SYNDROME 
NOT  FROM  SWINE  FLU  SHOT 

A patient  failed  to  prove  that  the  swine  flu  vaccine  she 
received  was  the  cause  of  the  Guillain  Barre  Syndrome  that 
started  21  weeks  after  her  inoculation,  a federal  trial  court  in 
Florida  ruled. 

The  19-year-old  patient  was  inoculated  with  the  swine  flu 
vaccine  on  November  16,  1976.  After  the  inoculation,  the 
patient  had  muscle  aches,  difficulty  climbing  stairs,  fatigue, 
hand  tremors,  blurry  vision,  fever,  dry  cough  and  an  insatiable 
thirst.  On  April  13,  1977,  she  visited  her  family  physician  and 
complained  of  numbness  of  her  feet  and  arms.  He  prescribed 
Benadryl  and  told  her  to  discontinue  all  other  medication.  She 
returned  the  next  day,  unable  to  blink  or  close  her  right  eyelid. 

She  was  admitted  to  a hospital,  where  she  was  examined 
by  two  neurologists.  They  noted  she  had  and  upper  respira- 
tory infection  a few  weeks  prior  to  her  illness.  Her  condition 
was  diagnosed  as  GBS  shortly  thereafter.  The  paralysis  pro- 
gressed to  involvement  of  her  face,  all  extremities  and  the 
muscles  that  controlled  respiratory  and  bladder  function.  By 
the  time  of  trial,  she  had  improved  significantly,  having  only 
residual  facial  paralysis  and  hand  tremors. 

The  patient  filed  an  action  under  the  Federal  Tort  Claims 
Act  for  damages  from  the  swine  flu  vaccine.  The  parties 
agreed  that  the  Guillain-Barre  Syndrome  developed  after  the 
inoculation,  and  a trial  was  held  solely  on  the  question  of 
causation.  The  court  rejected  the  patient’s  contention  that  she 
suffered  from  GBS  before  April  1977,  because  the  overwhel- 
ming medical  evidence  was  to  the  contrary. 

The  court  said  that  patients  who  suffered  from  relapsing 
inflammatory  polyradiculoneuropathy  would  at  a minimum 
require  medical  attention.  The  patient  did  not  seek  medical 
attention  until  April  13,  1977,  21  weeks  after  she  received  the 
swine  flu  inoculation.  The  court  concluded  that  the  patient 
had  an  onset  of  classic,  nearly  textbook,  acute  GBS  on  or 
about  April  13,  1977,  and  that  it  was  not  caused  by  the  swine 
flu  inoculation.  — Miglioriniv.  Ü.S.,  521  F.  Supp.  1210(D.C., 
Fla.,  Aug.  14,  1981). 


ROLE  OF  RISK  FACTORS  IN  HEART  DISEASE 
STUDIED  IN  MASSIVE  CLINICAL 
TRIALS  BY  NIII 


The  results  of  a seven-year,  federally  funded  study  on  the 
effect  of  modifying  the  major  risk  factors  for  heart  disease  is 
reported  in  the  September  24  JAMA. 

The  study,  known  as  the  Multiple  Risk  Factor  Interven- 
tion Trial,  was  sponsored  by  the  National  Heart,  Lung  and 
Blood  Institute,  part  of  the  National  Institutes  of  Health  in 
Bethesda,  Maryland.  Twenty-eight  other  institutions  and 
some  250  investigators  across  the  country  participated  in  the 
clinical  trials. 

Study  preparations  began  ten  years  ago  with  the  selection 
of  men  between  the  ages  of  35  and  57,  who,  because  of  smo- 
king habits  and  high  serum  cholesterol  and  blood  pressure 
levels,  had  an  increased  risk  of  developing  coronary  heart 
disease,  even  though  they  had  no  clinical  evidence  of  the 
disease. 

The  study,  familiarly  known  by  its  acronym  MRFIT,  was 
restricted  to  men,  the  authors  said,  because  men  have  much 
higher  risk  of  premature  heart  attack  than  women. 

Of  the  12,866  men  eventually  selected,  6,428  were  assigned 
to  a special  intervention  program.  Men  in  this  group  were 
given  frequent  individual  attention  by  a MRFIT  intervention 
team  at  a participating  center.  Depending  on  their  particular 
combination  of  risk  factors,  the  men  in  this  group  were  counse- 
led to  quit  smoking,  they  were  encouraged  to  lower  theirserum 
cholesterol  levels  through  recommended  changes  in  their 
eating  patterns,  and  they  received  drugs  to  help  reduce  their 
blood  pressure.  Weight  reduction  was  attempted  for  over- 
weight men  before  drug  prescription. 

The  other  6,438  men  were  assigned  to  a usual  care  group. 
Men  in  this  group  were  referred  to  their  personal  physicians  or 
other  community  medical  facility  for  such  treatment  of  their 
risk  factors  as  was  considered  individually  appropriate,  but 
they  were  invited  to  return  to  a participating  study  center  once 
a year  for  a medical  history,  physical  examination  and  labora- 
tory studies. 

It  was  anticipated  at  the  outset  of  the  study  that  the  men  in 
the  usual  care  group  would  serve  as  a control  group  against 
which  to  measure  the  results  from  the  special  intervention 
group. 

Projections,  based  on  the  best  available  information  ten 
years  ago  when  this  study  began,  indicated  that  the  men  in  the 
usual  care  group  would  inhibit  no  important  changes  over  six 


years  in  blood  pressure  and  serum  cholesterol  levels,  and  only 
minimal  changes  in  smoking  habits. 

The  actual  findings  from  men  in  the  usual  care  groupwere 
very  different.  Sizable  reductions  occurred  in  the  levels  of  all 
three  risk  factors  for  the  men  in  this  group. 

In  an  accompanying  editorial,  JAMA  editor  Cieorge  D. 
Lundberg,  MD,  writes  that  “the  interpretation  that  usual  care 
was  nearly  as  good  as  special  intervention  speaks  well  for  the 
ability  of  patients  to  change  and  of  practicing  physicians  todo 
their  jobs  effectively”. 

Because  of  ethical  considerations  involved  in  withholding 
treatment  or  medical  information,  there  was  no  attempt  to 
keep  anyone  in  the  dark  about  the  study.  The  physicians  of 
patients  in  the  usual  care  group  were  kept  abreast  of  the  results 
of  annual  exams  done  on  their  patients  at  the  participating 
study  centers,  the  authors  said,  although  the  MRFIT  centers 
made  no  recommendations  regarding  intervention  for  the 
men  in  the  usual  care  group. 

Over  the  course  of  the  study,  the  authors  speculate,  many 
of  the  men  in  the  usual  care  group  may  have  modified  their 
risk  factors  on  the  advice  of  their  physicians  or  on  their  own. 
The  authors  also  suggest  that  another  contributing  element  to 
the  risk  factor  reductions  among  the  usual  care  group  was  “the 
broad  inlluence  of  health  education  in  the  United  States  aimed 
at  modifying  all  of  the  three  risk  factors.” 

While  the  authors  point  out  that  risk  factors  declined  less 
in  the  usual  care  group  than  in  the  special  intervention  group, 
the  data  show  no  significant  difference  in  the  mortality  rates 
between  men  in  the  two  groups  after  seven  years.  Mortality 
rates  for  coronary  heart  disease  were  17.9  per  1,000  in  the 
special  intervention  group  and  19.3  per  1,000  in  the  usual  care 
group. 

Mortality  in  both  groups  was  lower  than  expected  at  the 
beginning  of  the  clinical  trial,  a finding  Lundberg  calls  the 
most  encouraging  in  the  study. 

The  MRFIT  study  was  undertaken,  the  authors  said,  “to 
ascertain  whether  modifications  of  elevated  serum  cholesterol 
levels,  hypertension  and  cigarrette  smoking  in  persons  at 
increased  risk  of  death  from  heart  attacks  would  result  in 
reduction  of  coronary  death  rates.” 

Unfortunately,  Lundberg  said,  that  fundamental  question 
remains  unanswered  essentially  because  the  usual  care  group 
did  not  constitute  an  appropriate  control  group,  as  it  was 
intended  to  at  the  beginning  of  the  study. 

Even  though  the  overall  results  show  no  significant  diffe- 
rence in  mortality,  the  authors  said  that  comparisons  between 
the  two  groups  indicate  that  the  special  intervention  program 
may  have  had  a favorable  effect  on  coronary  heart  disease 
mortality  in  one  subgroup  — men  with  normal  electrocardio- 
grams at  the  beginning  of  the  study. 

However  the  data  also  indicate  that  deaths  from  coronary 
heart  disease  occurred  in  greater  numbers  in  the  subgroup  of 
patients  with  high  blood  pressure  and  electrocardiogram 
abnormalities  who  received  drug  treatment  in  the  special  inter- 
vention group  than  deaths  among  comparable  patients  in  the 
usual  care  group. 

While  the  authors  call  for  caution  in  drawing  conclusions 
from  data  on  particular  subgroups,  they  say  the  findings  in 
this  subgroup  warrant  further  investigation. 
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TROUBLE  IN  THE  GULLET  CAN  MIMIC 
CHEST  PAIN  OF  HEART  DISEASE 


As  many  as  20  percent  of'  patients  who  visit  emergency 
rooms  with  chest  pain  may  have  symptoms  caused  by  disor- 
ders of  the  esophagus  rather  than  the  heart,  writes  a British 
researcher  in  the  Nov.  12  issue  of  JAMA. 

Dr.  Huw  Alban  Davies  and  colleagues  at  the  University 
Hospital  of  Wales,  Cardiff,  studied  77  emergency  room 
patients  with  chest  pain  symptomatic  of  heart  disease.  They 
found  no  evidence  of  heart  disease  in  26  of  the  patients. 
.Among  that  group,  esophageal  disorders  — spasm  and  sensiti- 
vity to  digestive  acid — were  the  cause  of  pain  in  eight  patients 
and  were  probably  responsible  for  symptoms  in  eight  others. 
“This  means  that  for  emergency  medical  admissions  with 
anginal  chest  pain,  as  many  as  one  out  of  five  are  due  to 
esophageal  disease,”  according  to  Dr.  Davies. 

Still,  when  an  episode  of  chest  pain  leads  to  emergency 
hospital  admission,  a patient  should  be  suspected  of  having  a 
heart  attack.  “Indeed”,  the  author  writes,  “it  may  be  fatal  to 
treat  the  acute  problem  less  seriously”. 

Anyone  suffering  from  severe  or  unusual  chest  pain  should 
go  to  the  hospital  immediately,  according  to  Richard  J.  Jones, 
MD,  director  of  the  AMA’s  Division  of  Scientific  Analysis 
and  Technology.  “It  can  be  dangerous  to  delay  medical  atten- 
tion in  the  belief  that  your  symptoms  might  be  due  to  some 
problem  other  than  heart  disease.  A physician  would  rather 
see  many  patients  with  indigestion  in  the  emergency  room 
than  miss  one  patient  with  a heart  attack  who  was  too  emba- 
rrassed to  come  to  the  hospital,”  Jones  emphasizes. 


IMPORTED  MEASLES  CASES  CONTINUE 


AMA  News 

“At  least  four  states  and  the  District  of  Columbia  would 
have  reported  no  measles  cases  in  1981  had  it  not  been  for 
imported  measles  cases,”  writes  Amler.  “Their  experiences 
demonstrate  that  imported  measles  can  occur  in  communities 
that  have  already  eliminated  indigenous  measles  transmis- 
sions.” The  risk  of  sustained  transmission  from  imported 
cases  can  be  minimized  if  high  immunity  levels  are  maintained 
through  vigorous  enforcement  of  school  immunization  laws 
at  every  grade  level,  Amler  advises. 

The  CDC  researchers  gathered  data  from  weekly  reports 
from  all  50  states,  the  District  of  Columbia  and  New  York 
City.  They  defined  imported  measles  by  the  onset  of  the  cha- 
racteristic rash  in  a United  States  citizen  or  foreign  national 
within  15  to  18  days  after  arrival  in  the  United  States  from  a 
foreign  country. 

Returning  United  States  citizens  have  accounted  for  a 
rising  proportion  of  imported  measles  — 57.9  percent  in  1981, 
compared  with  34.7  percent  in  1980.  The  209  travelers  in  the 
CDC  study  arrived  from  47  different  countries;  of  those, 
countries  in  the  Americas  accounted  for  43.5  percent  of  cases, 
with  Mexico,  Canada  and  Venezuela  the  primary  sources. 
Europe  accounted  for  29.2  percent  of  importations  and  Asia 
for  23.9  percent.  Oceania  and  Africa  together  accounted  for 
3.3  percent. 

The  differences  in  numbers  of  cases  from  each  area  are 
probably  caused  by  differences  in  the  numbers  of  people  visi- 
ting them,  rather  than  by  any  differences  in  inherent  risk  of 
contracting  the  disease,  the  CDC  researchers  speculate. 

In  a related  editorial,  James  Chin,  MD,  Chief,  Infectious 
Disease  Section,  California  Department  of  Health  Services, 
Berkeley,  suggests  that  measles  importations  could  be  reduced 
if  all  children  aged  one  to  18  years  leaving  or  entering  the 
United  States  had  documentable  proof  of  immunity.  Such 
proof  is  not  required  now  for  entry  into  this  country. 


SPERMICIDE  CONTRACEPTIVES  NOT  IMPLICATED 
IN  BIRTH  DEFECTS,  NEW  STUDY  FINDS 


Despite  an  apparently  successful  national  effort  to  elimi- 
nate indigenous  measles  in  the  United  States  by  the  end  of  this 
year,  measles  cases  continue  to  be  imported  by  travelers, 
according  to  a report  from  the  Centers  for  Disease  Control  in 
a November  issue  of  JAMA. 

Data  for  1980  and  1981,  analyzed  by  Robert  W.  Amler, 
■MD,  and  colleagues  in  the  CDC’s  Immunization  Division, 
showed  an  increase  in  the  number  of  imported  cases  from  1.8 
per  week  in  1980  to  2.2  per  week  in  1981.  Although  the  total  of 
209  imported  cases  represented  only  1 .3  percent  of  all  reported 
cases  (16,630)  during  the  two  years,  additional  victims  were 
infected  through  association  with  imported  cases,  which  signi- 
ficantly increases  the  problem,  Amler  explains. 

In  1981,  437  new  import-associated  cases  developed,  repre- 
senting 14  percent  of  the  total  of  3,124  reported  cases  for  that 
year.  The  551  combined  imported  and  import-associated 
cases  made  up  17.6  percent  of  reported  cases. 

Although  imported  and  import-associated  measles  conti- 
nue to  occur,  indigenous  outbreaks  of  the  disease  in  the  United 
States  have  declined  dramatically  in  the  past  20  years,  prima- 
rily because  of  the  availability  of  measles  vaccine  and  the 
national  Measles  Elimination  Program.  In  1962,  the  year  the 
vaccine  was  licensed,  the  CDC  received  reports  of  481,530 
cases;  incidence  dropped  99.6  percent  to  3,124  cases  in  1981. 


Eurther  evidence  that  using  spermicide  contraceptives 
does  not  increase  the  risk  of  having  a child  with  congenital 
defects  comes  from  a National  Institutes  of  Health  report  in  a 
November  issue  of  JAMA. 

NIH  epidemiologists  led  by  James  L Mills,  MD,  studied 
data  obtained  from  34,660  California  women  who  had  preg- 
nancies confirmed  between  1974  and  1977.  The  malformation 
rate  among  infants  born  to  women  who  had  used  spermicides 
was  not  appreciably  different  than  it  was  for  those  who  used 
other  forms  of  contraception,  including  oral  contraceptives, 
diaphragms  (alone),  intrauterine  devices  and  rhythm  method. 

A woman  who  thinks  she  might  be  pregnant  should  have  a 
pregnancy  test  before  continuing  to  use  spermicides.  Mills 
advises.  Nevertheless,  the  study’s  results  indicate  that  acciden- 
tal exposure  to  spermicides  after  conception  does  not  increase 
the  risk  of  subsequent  birth  defects.  Mills  states. 

NOTE:  Previous  JAMA  articles  have  addressed  the  relations- 
hip between  spermicide  use  and  birth  defects.  In  the  April  3, 
1981,  issue,  Hershel  Jick,  MD,  and  colleagues  in  the  Boston 
Collaborative  Drug  Surveillance  Program  reported  on  finding 
an  excess  of  deformities  associated  with  spermicide  use.  In  the 
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May  7,  1982,  issue,  Samuel  Shapiro,  MB,  and  colleagues  at  the 
Boston  University  School  of  Medicine  reported  they  found  no 
increased  risk  of  major  malformations  among  infants  of  sper- 
micide users. 


SOME  CERVICAL  CANCER  MAY 
BE  LINKED  TO  A CURABLE  SEXUALLY 
TRANSMITTED  INFECTION 


Researchers  at  the  University  of  California,  San  Francisco, 
have  found  an  association  between  cervical  cancer  and  a cura- 
ble sexually  transmitted  infection,  according  to  a report  in  the 
November  5 issue  of  JAMA. 

Julius  Schachter,  PhD,  and  colleagues  found  high  levels  of 
antibody  to  the  microoorganism  Chlamydia  trachomatis 
among  500  women  with  cervical  lesions.  Infection  with  the 
sexually  transmissible  microorganism  is  one  of  the  most  com- 
mon findings  among  women  with  gynecological  complaints 
who  are  seen  in  clinics,  Schachter  said.  The  levels  of  chlamy- 
dial antibody  among  the  women  in  the  study  were  higher  than 
for  antibody  to  herpes  simplex  virus  type  2 (genital  herpes), 
currently  the  major  candidate  among  possible  microbial  cau- 
ses of  cervical  cancer. 

Schachter’s  study  raises  the  possibility  that  chlamydial 
infection,  which  is  treatable  with  tetracycline  and  other  anti- 
biotics, may  be  involved  in  the  development  of  cervical  cancer. 


SOME  KIDNEY  PATIENTS  BENEFIT 
FROM  AMBULATORY  DIALYSIS 


Many  patients  with  kidney  failure  can  be  freed  of  using 
home  of  hospital  dialysis  machines  through  an  alternative  that 
treats  their  condition  while  allowing  them  the  mobility  to  lead 
normal,  economically  productive  lives. 

Continuous  ambulatory  peritoneal  dialysis  (CAPD)  can 
enable  selected  patients  with  end-stage  kidney  disease  to 
manage  their  own  tratment  independently  by  using  a dialysis 
system  worn  under  clothing,  according  to  a report  by  the 
American  Medical  Association  Council  on  Scientific  Affairs. 

The  CAPD  user  instills  two  liters  of  dialysate  liquid  into 
his  peritoneum  (abdominal  cavity)  through  a catheter  that  is 
permanently  implanted  in  his  abdominal  wall.  After  instilla- 
tion, the  plastic  bag  that  contained  the  dialysate  is  rolled  up 
— still  attached  to  the  catheter-  and  carried  in  a cloth  waist 
; purse  under  the  clothing.  The  dialysate  remains  in  the  abdomi- 
nal cavity  for  four  to  six  hours,  during  which  normal  body 
wastes  diffuse  into  it  from  capillary  blood  vessels  in  the  mem- 
brane lining  the  abdominal  cavity.  After  the  diffusion  period, 
the  dialysate  is  drained  back  into  the  bag,  which  is  then 
I discarded;  a new  bag  of  dialysate  is  attached  to  the  catheter 
and  fresh  liquid  is  instilled.  The  patient  exchanges  dialysate 
four  or  five  times  a day,  seven  days  a week. 

The  process  offers  its  users  — 4,000  in’ the  United  States 
■:  and  6,000  in  other  countries — distinct  advantages  over  inter- 
I mittent  machine  dialysis.  By  helping  to  maintain  stable  body 
f weight,  blood  pressure  and  blood  chemistry,  CAPD  helps 
1 patients  avoid  the  sick  feeling  that  can  accompany  machine 


dialysis.  Diabetic  patients  can  add  insulin  to  the  dialysate, 
eliminating  the  need  for  daily  injections. 

Use  of  permanent  catheters  and  improved  delivery  systems 
have  reduced  the  number  of  cases  of  peritonitis,  an  inflamma- 
tion of  the  membrane  lining  the  abdominal  cavity,  which  has 
been  a complication  of  peritoneal  dialysis  since  its  introduc- 
tion 30  years  ago. 

But  the  greatest  advantage  CAPD  offers,  says  the  report,  is 
the  overall  improvement  in  the  quality  ol  the  patient’s  life 
through  self-management  and  freedom  from  the  dialysis 
machine.  Such  freedom  also  has  economic  benefits.  CAPD 
can  reduce  the  annual  cost  of  dialysis  from  $30,000  and 
$18,000  for  hospital  and  home  dialysis  respectively,  to  about 
$15,000. 

The  reduction  in  cost  could  have  a significant  effect  on 
federal  health  care  expenditures.  In  1980,  the  federal  govern- 
ment devoted  nearly  $ 1 .2  billion  of  its  Medicare  budget  to  the 
55,000  patients  who  qualified  for  payment  under  the  End- 
Stage  Renal  Disease  Program.  Since  the  program’s  inception 
in  1973,  both  costs  and  recipients  have  dramatically  increased. 
Now  more  than  five  percent  of  the  total  budget  is  being  spent 
on  machine  dialysis  and  kidney  transplants  for  0.2  percent  of 
the  active  Medicare  patient  population,  says  the  report. 

Yet,  despite  advantages,  CAPD  still  has  drawbacks.  Peri- 
tonitis, though  limited,  still  strikes  in  an  estimated  one-half  to 
one  percent  of  all  treatments  administered.  Obesity  can  result 
from  the  intake  of  a high  concentration  of  glucose  in  the 
dialysate.  Tissue  damage  may  develop  in  and  around  the 
catheter  opening.  Some  patients  may  find  it  difficult  or  incon- 
venient to  administer  the  dialysate  using  sterile  techniques  and 
to  make  the  necessary  four  to  five  daily  bag  changes. 

The  Council  recommends  that  potential  CAPD  patients 
be  carefully  screened  and  that  the  procedure  be  limited  to 
intelligent,  highly  motivated  patients. 


CITIES  NOT  MEETING  PREGNANT 
TEENAGERS’  NEEDS,  STUDY  FINDS 


Although  adolescent  mothers  and  their  infants  receive 
health,  education,  social  and  other  services  from  both  public 
and  private  agencies,  there  are  significant  gaps  in  the  availabi- 
lity of  these  services  in  the  nation’s  largest  cities,  according  to  a 
report  in  a November  1982  issue  of  JAMA. 

The  report  is  the  third  in  a series  by  Helen  M.  Wallace, 
MD,  and  colleagues  from  the  Graduate  School  of  Public 
Health,  San  Diego  State  University,  who  surveyed  local 
department  of  health  and  education  in  1953  cities  with  popula- 
tions of  100,000  or  more  in  1970,  1976  and  1979-80. 

Urban  health  and  education  departments  ranked  day  care 
highest  among  the  unmet  needs  of  teenaged  mothers  and 
children  in  1979-80.  Others  mentioned  frequently  were  trai- 
ning in  parenting,  medical  and  health  services,  continuing 
education,  transportation,  job  or  vocational  assistance  and 
counseling. 

Eighty-five  percent  of  the  27  cities  responding  to  the  1979- 
80  survey  had  at  least  one  special  program  for  pregnant  teena- 
gers. Services  most  frequently  offered  were  counseling,  special 
education,  nutrition,  family  life  education,  sex  education  and 
special  health  classes,  all  provided  by  more  than  60  percent  of 
the  programs. 
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Scniccs  ot'fcrcd  least  frequently  were  treatment  of  drug 
and  alcohol  abuse,  abortion,  maternity  homes,  legal  advice 
and  dealing  with  juvenile  delinquency,  each  provided  in  spe- 
cial programs  by  fewer  than  one-sixth  of  the  cities. 

Local  education  departments  providing  67  percent  of  spe- 
cial programs  for  pregnant  teenagers,  were  the  most  frequent 
aponsors;  local  health  department  provided  19  percent  of  the 
programs.  Support  from  voluntary  agencies  decreased  signifi- 
cantly in  the  decade  of  the  three  surveys.  In  1970,  nearly  40 
percent  of  the  cities  had  programs  for  pregnant  teenagers 
sponsored  by  voluntary  agencies;  by  1979-80,  the  proportion 
had  dropped  to  just  20  percent. 

When  special  programs  for  teenagers  were  considered 
together  with  more  comprehensive  maternal  and  child  health 
programs,  survey  findings  revealed  that  the  majority  of  cities 
provided  pregnancy  testing,  contraceptives,  abortions,  special 
education  and  nutrition  services.  More  cities  made  these  servi- 
ces available  in  1979-80  than  in  1980. 

The  agencies  that  provide  these  services  most  frequently 
are  Planned  Parenthood,  health  departments  and  hospitals. 
Restrictions  exist,  including  requiring  parental  consent,  requi- 
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ring  a financial  eligibility  test,  age  ot  the  teenager,  payment  of 
a fee,  requirement  to  be  married  or  to  have  had  a previous 
pregnancy. 

Wallace  notes  that  “the  continued  high  prevalence  of  unin- 
tended teenage  pregnancies,  of  illegitimate  births  and  of  reten- 
tion of  these  babies  by  their  unwed  mothers  is  associated  with 
a range  of  deleterious  consequences.”  The  infant  mortality 
rate  for  babies  born  of  teenaged  mothers  is  almost  twice  that 
of  babies  born  of  mothers  in  their  20s,  Wallace  continues. 
Adolescent  pregnancy  frequently  causes  girls  to  leave  school, 
and  the  income  of  teenaged  mothers  is  half  that  of  those  who 
first  giver  birth  in  their  20s.  Marriage  disruption  occurs  three 
times  more  frequently  for  teenagers  than  for  later  childbea- 
rers,  and  families  headed  by  young  mothers  are  seven  times  as 
likely  as  others  to  be  poor. 

Both  teenaged  mothers  and  their  infants  are  at  high  risk 
for  health  problems  and  need  improved  follow-up  services, 
according  to  Wallace.  “ Identification  of  this  high-risk  popula- 
tion”, she  says,  “should  signify  the  mobilization  of  organized 
community  services  for  them  until  they  are  able  to  revert  to 
‘normal  risk’  ”. 


Fotografia  cortesía  de  Dolores  Mendez-Cashion.  M.D. 


Cuarentenarin.  San  Juan.  Porto  Rico.  Muestra  a!  doctor  y por  más  de  Veinte  enfermos  de  viruela  cuando  visitó  nuestro 
sus  ayudantes,  v las  casas  de  campaña,  que  estaban  ocupadas  artista. 
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Sirviendo  a los  Socios  de  la  Cruz  Azul 
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i 325  026 


Un  emblema 
que  es  una 
garantía... 

En  todo  lugar  de  Puerto 
Rico  encontrarás  este 
emblema. 

Farmacias,  hospitales, 
médicos,  laboratorios, 
y dentistas  lo  exhiben 
con  orgullo. 

Ellos  constituyen  la 
mejor  garantía  de  que 
recibirás  los  servicios 
que  adquiriste  en 
tu  contrato  con  la 
Cruz  Azul. 

Cuando  necesites 
servicios  de  salud,  acude 
inmediatamente  con  tu 
tarjeta  Cruz  Azul  a un 
proveedor  de  servicios 
que  exhiba  el  emblema 
“Bienvenidos,  Socios 
Cruz  Azul”. 

Además  de  economizar 
dinero  y tiempo, 
encontrarás  en  ellos 
una  mano  amiga  y un 
servicio  esmerado. 

Para  tu  mejor 
conveniencia,  sigue  este 
consejo  de  la  Cruz  Azul 
a toda  su  matrícula. 

LA  CRUZ  AZLÍL 
DF  PUERTO  RICO 
Gente  Sirviendo 
a su  Gente 


Umbitnol 

Ibbleis  5-12.5  each  containing  5 mg  chlofdiazepoxide  and  12.5  mg  omitriplyline 
(as  the  hydrochloride  salt) 

Ibblels  10-25  each  containing  10  mg  chlofdiazepoxide  and  25  mg  amitriptyline 
(os  the  hydrochloride  salt) 





In  anxious  depression, 

SPECIFIC  FOR  THE  NONPSYCHOTIC  PATIENT 


Fits  the  picture  of 

anxiety/depression 

correlation 

Most  patients  with  a nnood  disorder  hove  a 
mixture  ot  anxiety  and  depression.  One 
clinician’  found  a correlation  of  0.7  in 
anxiety  and  depression  scores;  another^  has 
estimated  that  7 ot  10  nonpsychotic 
depressed  patients  are  also  anxious.  For  the 
dual  symptomatology  of  anxious  depression, 
Limbitrol  provides  dual  medication. 


More  appropriate 
for  the  nonpsychotic 
depressed  and 
anxious  patient 

Limbitrol  contains  both  amitriptyline,  specific 
for  symptoms  of  depression,  and  a 
benzodiazepine,  specific  for  the  symptoms  of 
anxiety.  Thus  it  is  a better  choice  than  other 
dual  agents  for  anxious  depression  that 
contain  a phenothiazine,  a class  of 
antipsychotic  drugs  less  specific  for  anxiety 
and  now  generally  avoided  in  nonpsychotic 
patients. 


Avoids  the  risk  of  tardive 
dyskinesia  carried 
by  the  phenothiazine 
combinations 

The  causal  relationship  between  the 
phenothiazines  and  other  extrapyramidal 
side  effects,  including  tardive  dyskinesia,  is 
well  established.  In  contrast,  the  reported 
incidence  of  these  adverse  reactions  with 
Limbitrol  or  either  of  its  components  is  rare. 

References;  1.  Clagtiom  J:  Psychosomalics  1 /.  438-441, 
Sept-Ocf  1970.  2.  Rickels  K Drug  treatment  of  anxiety,  in 
Psychopharmacology  in  the  Practice  of  Medicine,  edited  by 
JanrikME  New  York,  Appleton-Century-Crofts,  1977,  p 316 
3.  Baldessarini  RJ,  Tarsy  D:  Tardive  dyskinesio,  in 
Psychopharmacology  A Generation  of  Progress,  edited  by 
Lipton  MA,  DiMascio  A,  Killom  KF  New  York,  Raven  Press, 
1978,  p 999 
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Before  prescribing,  piease  consult  complete  prod- 
uct information,  a summary  of  which  follows: 
Indications;  Relief  of  moderate  to  severe  depression 
associated  with  moderate  to  severe  anxiety. 
Contraindications;  Known  hypersensitivity  to  benzo- 
diazepines or  tricyclic  antidepressants.  Do  not  use 
with  monoamine  oxidase  (MAO)  inhibitors  or  within 
14  days  following  discontinuation  of  MAO  inhibitors 
since  hyperpyretic  crises,  severe  convulsions  and 
deaths  have  occurred  with  concomitant  use:  then 
initiate  cautiously  gradually  increasing  dosage  until 
optimal  response  is  achieved.  Contraindicated 
during  acute  recovery  phase  following  myocardial 
infarction. 

Warnings;  Use  with  great  care  in  patients  with  his- 
tory of  urinary  retention  or  angle-closure  glaucoma 
Severe  constipation  may  occur  in  patients  taking  tri- 
cyclic antidepressants  and  anticholinergic-type 
drugs.  Closely  supervise  cardiovascular  patients. 
(Arrhythmias,  sinus  tachycardia  and  prolongation  of 
conduction  time  reported  with  use  of  tricyclic  antide- 
pressants, especially  high  doses.  Myocardial  infarc- 
tion and  stroke  reported  with  use  of  this  class  of 
drugs.)  Caution  patients  about  possible  combined 
effects  with  alcohol  and  other  CNS  depressants  and 
against  hazardous  occupations  requiring  complete 
mental  alertness  (e  g.,  operating  machinery  driving). 
Usage  In  Pregnancy:  Use  of  minor  tran- 
quilizers during  the  first  trimester  should 
almost  always  be  avoided  because  of 
increased  risk  of  congenital  malformations 
as  suggested  in  several  studies.  Consider 
possibility  of  pregnancy  when  instituting 
therapy;  advise  patients  to  discuss  therapy 
if  they  intend  to  or  do  become  pregnant. 

Since  physical  and  psychological  dependence  to 
chlordiazepoxide  have  been  reported  rarely,  use  cau- 
tion in  administering  Limbitrol  to  addiction-prone  indi- 
viduals or  those  who  might  increase  dosage:  with- 
drawal symptoms  following  discontinuation  of  either 
component  alone  have  been  reported  (nausea,  head- 
ache and  malaise  for  amitriptyline,  symptoms  [includ- 
ing convulsions]  similar  to  those  of  barbiturate  with- 
drawal for  chlordiazepoxide) 

Precautions:  Use  with  caution  in  patients  with  a his- 
tory of  seizures,  in  hyperthyroid  patients  or  those  on 
thyroid  medication,  and  in  patients  with  impaired 
renal  or  hepatic  function.  Because  of  the  possibility  of 


suicide  in  depressed  patients,  do  not  permit  easy 
access  to  large  quantities  in  these  patients  Periodic 
liver  function  tests  and  blood  counts  are  recom- 
mended during  prolonged  treatment  Amitriptyline 
component  may  block  action  of  guanethidine  or  simi- 
lar antihypertensives  Concomitant  use  with  other 
psychotropic  drugs  has  not  been  evaluated,  sedative 
effects  may  be  additive  Discontinue  several  days 
before  surgery  Limit  concomitant  administration  of 
ECT  to  essential  treatment  See  Warnings  for  precau- 
tions about  pregnancy.  Limbitrol  should  not  be  taken 
during  the  nursing  period  Not  recommended  in  chil- 
dren under  12.  In  the  elderly  and  debilitated,  limit  to 
smallest  effective  dosage  to  preclude  ataxia,  overse- 
dation, confusion  or  anticholinergic  effects. 

Adverse  Reactions:  Most  frequently  reported  are 
those  associated  with  either  component  alone 
drowsiness,  dry  mouth,  constipation,  blurred  vision, 
dizziness  and  bloating.  Less  frequently  occurring 
reactions  include  vivid  dreams,  impotence,  tremor, 
confusion  and  nasal  congestion.  Many  depressive 
symptoms  including  anorexia,  fatigue,  weakness, 
restlessness  and  lethargy  have  been  reported  as 
side  effects  of  both  Limbitrol  and  amitriptyline. 
Granulocytopenia,  laundice  and  hepatic  dysfunc- 
tion have  been  observed  rarely 
The  following  list  includes  adverse  reactions  not 
reported  with  Limbitrol  but  requiring  consideration 
because  they  have  been  reported  with  one  or  both 
components  or  closely  related  drugs 
Cardiovascular:  Hypotension,  hypertension,  tachy- 
cardia. palpitations,  myocardial  infarction,  arrhyth- 
mias. heart  block,  stroke 

Psychiatric.  Euphoria,  apprehension,  poor  concentra- 
tion, delusions,  hallucinations,  hypomaniaand 
increased  or  decreased  libido. 

Neurologic.  Incoordination,  ataxia,  numbness, 
tingling  and  paresthesias  of  the  extremities,  extra- 
pyramidal  symptoms,  syncope,  changes  in  EEG 
patterns 

Anticholinergic:  Disturbance  of  accommodation,  para- 
lytic ileus,  urinary  retention,  dilatation  of  urinary  tract 
Allergic:  Skin  rash,  urticaria,  photosensitization, 
edema  of  face  and  tongue,  pruritus 
Hematologic:  Bone  marrow  depression  including 
agranulocytosis,  eosinophilia.  purpura, 
thrombocytopenia 

Gastrointestinal:  Nausea,  epigastric  distress,  vomit- 


ing, anorexia,  stomatitis,  peculiar  taste,  diarrhea, 
black  tongue. 

Endocrine.  Testicular  swelling  and  gynecomastia  in 
the  male,  breast  enlargement,  galactorrhea  and 
minor  menstrual  irregularities  in  the  female  and  eleva- 
tion and  lowering  of  blood  sugar  levels. 

Other  Headache,  weight  gain  or  loss,  increased 
perspiration,  urinary  frequency,  mydriasis,  jaundice, 
alopecia,  parotid  swelling 
Overdosage:  Immediately  hospitalize  patient  sus- 
pected of  having  taken  an  overdose  Treatment  is 
symptomatic  and  supportive.  I V.  administration  ot 
1 to  3 mg  physostigmine  salicylate  has  been  reported 
to  reverse  the  symptoms  of  amitriptyline  poisoning 
See  complete  product  information  for  manifestation 
and  treatment. 

Dosage:  Individualize  according  to  symptom  severity 
and  patient  response  Reduce  to  smallest  effective 
dosage  when  satisfactory  response  is  obtained. 
Larger  portion  ot  daily  dose  may  be  taken  at  bed- 
time Single  h.s  dose  may  suffice  for  some  patients. 
Lower  dosages  are  recommended  for  the  elderly. 
Limbitrol  10-25,  initial  dosage  of  three  to  tour  tablets 
daily  in  divided  doses,  increased  to  six  tablets  or 
decreased  to  two  tablets  daily  as  required,  Limbitrol 
5-12.5,  initial  dosage  of  three  to  four  tablets  daily  in 
divided  doses,  for  patients  who  do  not  tolerate  higher 
doses. 

How  Supplied:  White,  film-coated  tablets,  each  con- 
taining 10  mg  chlordiazepoxide  and  25  mg  amitripty- 
line (as  the  hydrochloride  salt)  and  blue,  film-coated 
tablets,  each  containing  5 mg  chlordiazepoxide  and 
12.5  mg  amitriptyline  (as  the  hydrochloride  salt)— 
bottles  of  100  and  500:  Tel-E-Dose®  packages  of  100: 
Prescription  Paks  of  50. 


ROCHE  PRODUCTS  INC 
Manati,  Puerto  Rico  00701 


MORE  DEPRESSION 
MEANS  MORE  ANXIETY.. 


The  graph  illustrates  the  close  correlation 
between  depression  and  anxiety  derived 
through  the  MMPI  and  the  Taylor  Manliest 
Anxiety  Scale  in  1(X)  nonpsychotic  psychi- 
atric patients.  The  Coefficient  of  Correlation  is 
0.7.  As  depression  increased,  so  did  the 
anxiety  levels. 

—Adopted  from  Ctaghom  J' 


A key  reason  why 


MORE  PHYSICIANS  ARE  CHOOSING 

LIMBITROE 


Tablets  5-1 2.5  each  containing  5 mg  chlordiazepoxide  and  1 2.5  mg  amitriptyline 
(as  the  hydrochloride  salt) 

Tablets  10-25  each  containing  10  mg  chlordiazepoxide  and  25  mg  amitriptyline 
(as  the  hydrochloride  salt) 


1.  Claghom  J:  Psychosomatics  //.  438-441,  Sept-Oct  1970 

Please  see  summary  of  product  Information  on  Inside  cover. 
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